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HERE is a definite group of renal colic pa- 

tients, the majority of which are women, in 
whom no organic pathology can be demon- 
strated and who run the risk of being classified 
as having a neurosis of the kidney, or, more 
dangerous still, of having a ureteral stricture. 
The condition is usually found in highly sensi- 
tive individuals who react exaggeratedly to any 
pain irritant. The attacks are apt to be pre- 
cipitated by any emotional stress. In women 
these crises frequently have a sex background, 
either of fear or disappointment. The attacks 
are severe in character, typical of renal colic 
and are only relieved by large doses of morphine. 
These patients are apt to lose weight and their 
tissues to become flabby. The secondary picture 
is one of loss of muscle tone, nephroptoses, 
kinked and redundant ureters and possibly on 
top of this a true pyelitis. 


When seen in advanced stages with neph- 
roptosis and pyelitis, nephropexies are done but 
the attacks will continue. It is when the family 
physician calls up in despair concerning a case 
in which you have done a beautiful nephropexy 
that a urological surgeon feels perplexed be- 
cause he has no other operative therapy at his 
command. Calling the case a hopeless neu- 
rasthenic and referring it to a neurologist or 
psychiatrist is only a confession of failure. 


It is for this class of case that I suggest to 
you gentlemen the operation of denervation and 
displacement of the ureter, based on the theory 
that the renal colic is due to a violent spasm 
of the ureter secondary to some emotional upset, 
corresponding to spasm in other tubular struc- 
tures such as the esophagus or pylorus. By 
severing the ureter from connection with all 
the sympathetic nerve fibers which may enter 
it between the kidney and bladder we may pre- 
vent this spasm. By displacement of the ureter 
from its normal bed, we can prevent or delay 
the regeneration of its sympathetic nerves and 
ean also take up slack in the ureter which has 
become redundant, thereby giving better drain- 
age. 


*Read at the Annual Meeting of the New England Surgical 
Society at Boston, September 26, 1930. 
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In order to do this operation the patient is 
placed on his back and then tipped well over on 
the side by the use of sandbags under the 
shoulder and buttock of the side to be exposed. 
The incision runs from the costal margin to the 
pubie bone following the lateral margin of the 
rectus muscle. The ureter can thus be exposed 
retroperitoneally from the kidney to below the 
iliae vessels. It is then lifted from its bed and 
displaced laterally until all its slack is taken up, 
and is then sutured in its new position with three 
or four fine sutures, lightly penetrating its outer 
coat, to the nearest muscle structures. (See Fig. 
1.) The wound is then closed in any method 
the surgeon prefers. This operation is not dan- 
gerous, is easy to do, and has little reaction. As 
an example of its usefulness, I will present the 
following ease. 


Mrs. C., age 32, came on my service at the Hart- 
ford Hospital in 1925 complaining of recurrent right 
renal colic and pyelitis. Cystoscopy and x-ray 
showed general enteroptosis with ptosis of the right 
kidney and pus cells from the right kidney. The 
dye function was normal, the ureteropyelogram 
showed a kink at the ureteropelvic junction and 
a beginning distention of the pelvis and calices. I 
did an exploration of the ureteropelvic region cut- 
ting all obstructive bands and then did a high 
nephropexy using a technique usually successful. 
This operation gave the patient complete relief for 
four months, when all her old symptoms recurred 
following an emotional upset, and she was fast be 
coming a morphine addict. Ureteropyelogram 
showed the kidney in good position. Although the 
ureter was still redundant there was no dilatation 
or sign of infection. Her family physician, Dr. Weld 
of Hartford, insisted that something be done to re- 
lieve her. 

In 1926, I did the operation of wide lateral dis- 
placement of the ureter as described above. The 
ureteropyelogram just before this operation is shown 
in Fig. 2. It is now over four years since the onera- 
tion. She has had no recurrence of her symptoms. 
A cystoscopy done in March, 1929, shows the kidney 
functioning normally. There is no pyelitis. The 
ureteropyelogram two years after the operation is 
shown in Fig. 3. 


This operation was done five years ago. Three 
months ago Dr. Wharton of Johns Hopkins re- 
ported at the American Urological Association 
meeting in New York, a similar case in which 
he and Dr. Hughson had stripped the ureter 
transperitoneally, dropping it back into its bed. 
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At this same meeting Professor Papin of Paris 
demonstrated his operation of severing the 
sympathetic nerves to the kidney that run along 
the superior margin of the renal artery. 

My objection to Professor Papin’s operation 
is, first, that it desensitizes the kidney without 
curing the ureteral spasm and second, that it is 
a much more delicate and therefore, a more dan- 
gerous operation. My objection to Dr. Hugh- 


ordinary. Such individuals as patients are 
sometimes extremely irritating. In the appli- 
cation of this type of operation to this individual 
patient there may have been an element of 
desperation backed by the sincere wish to bring 
her relief by whatever method, even though its 
logic was quite hazy. I do not know that this 
was true, but we have all been faced by such a 
situation. 


IG. 1. Note that the ureter is displaced laterally, the kink 


F 
disappearing. 


son’s operation is that it is transperitoneal and 
that it does not permit of the added possible ad- 
vantage of displacement and better drainage. 


Discussion 


Dr. Wm. C. Quinsy, Boston: Mr. Presi- 
dent and Gentlemen—We know but little about 
the subject which Dr. Hepburn treats, because 
the physiology and the pathological physiology 
of the ureter is not yet at all clear in many 
respects. 

The type of case to which Dr. Hepburn ap- 
plied this operation of ureterolysis we have all 
seen. There is no doubt that such individuals 
demand from their medical consultant a degree 
of patience and endurance much beyond the 


I do not believe we are entirely clear in our 
minds, scientifically, as to exactly what causes 
pain in the kidney. We know that pain is 
eaused by increase of pressure within the or- 
gan; that is, increase of pressure, which even- 
tually causes enlargement and dilatation of the 
collecting passages in the kidney, will cause 
pain. If it is acute, one has acute colic. If it 
is more slow in onset, one finds the clinical pic- 
ture of a less acute affair, more often an ache, 
but nevertheless a very definite phenomenon. 
You can sunpose that the pain is due to stretch- 
ing of the renal capsule if you wish, but there 
have been no opportunities so far as I am aware 
of making any actual physiological observations 
in regard to pain fibers from the kidney. 
The only thing we know concerning the nerves 
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which go to the human kidney is that the major- 
ity at least are for the purpose of controlling the 
amount of blood going through the organ. In 
other words, the renal nerves are primarily vaso- 
motor in character. Of course there must be 
an arrangement for the sensation of pain be- 
cause pain is felt, but this sensation is in all 
probability in no way different from the pain 
felt through the general splanchnic supply in 
the abdomen. 


FIG. 2. 
pelvis secondary to a 


one individual? How much distention is going 
to be sufficient to cause pain? I do not know. 
So far as the ureter is concerned, it has many 
of the attributes of the intestine, but it lacks one 
very definite advantage which the intestine has. 
It is not covered by a serous membrane and 
therefore, because of its position and the nature 
of the surrounding tissues it cannot undergo 
the very active peristalsis of the bowel. <A 
peristaltic wave normally starts in the renal pel- 


Note the beginning dilatation of right ureter and 
kink at 


the uretero-peivic junction— 


which unfortunately does not show up well in the picture. 


That a kidney can be painful without showing 
any demonstrable dilatation either of ureter or 
pelvis seems to a great many of us quite doubt- 


ful. Dr. Hepburn speaks of the hydronephro- 
sis as the minimum, the smallest amount of 
hydronephrosis, and says that these hydroneph- 
roses may be very painful. Here the personal 
equation comes into the picture immediately. 
What is a hydronephrosis in any single instance ? 
We know definitely that in some instances a kid- 
ney pelvis is normally distended with an amount 
of fluid of only three or four cubic centimeters, 
whereas in others no overdistention is caused 
by a filling of fifteen cubic centimeters, half an 
ounce. How are we going to judge this in any 


vis and is propagated downward, usually con- 
tinuously throughout the whole extent of the 
ureter. The first thing that happens when in- 
fection occurs is edema of the periureteral tis- 
sues which makes normal peristalsis more diffi- 
eult; and if it be extensive and if the infection 
be of any duration, this edema must necessarily 
obliterate the normal physiological peristalsis 
and convert the ureter into a mere pipe. Also 
we see the effect of infection on the wall of the 
ureter in two ways. Without there being any 
obstruction at all the ureter becomes larger than 
it ought to be, it becomes dilated, and it becomes 
elongated as well, so that one finds ‘‘S’’ curves 
in the ureter, so-called redundancy. 
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The ureteral kink is a subject also open to a 
considerable amount of difference of opinion. 
I believe that a great many ureteral kinks would 
disappear if demonstrations were made with pa- 
tients head down and therefore that the kink 
is often of no significance. 

If a ureter has been dilated and also elongated 
by infection without obstruction, I see no rea- 
son why it must remain so after the infection 
has subsided. We have, in fact, clinical evi- 


FIG. 3. 


ment in the ureter and calices. 


dence that recovery both anatomical as well as 


functional is possible. In a series of cases in 
which x-ray showed a considerable amount of 
dilatation and tortuosity of the ureter during 
infection, a similar x-ray examination after the 
subsidence of the infection, maybe a year or two 
later, showed the ureter to be again quite nor- 
mal. Also, observations made on the ureters 
of women during pregnancy show rather strik- 
ing abnormalities as regards redundancy and 
hypertrophy. 

All in all, my feeling in regard to this sub- 
ject is that it is still very much undecided. I 


position in this single case, and of course, if 
you are going to operate at all his operation is 
as good as any other. But in general, that 
pain in the region of the kidney in the absence 
of demonstrable obstruction, will be relieved by 
the ureter being placed in another position, I 
very much doubt. Once in a while cure may 
follow such an operation or indeed any opera- 
tion, but one is never sure that it wouldn’t have 


thoroughly sympathize with Dr. Hepburn’s 


occurred anyway. 


Uretero-pyelogram two years after the operation 
of lateral displacement of the right ureter. 


Note the improve- 


Dr. Hersurn: All that I have to say is that 
the operation is very easy. It does not take a 
urological svecialist to perform it. I think it 
is not dangerous. I think you need have no fear 
in stripping the ureter, if you do it gently, of 
interfering with the circulation to the extent 
of causing necrosis. 

In the main I agree with Dr. Quinby, and I 
do not know the full significance of redundancy 
of the ureter. Mine is a gunshot operation try- 
ing to relieve two possible causes of obstruction : 
spasm or kinks. It is the simplest and safest I 
have been able to devise. 
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NON-MALIGNANT TUMORS OF THE RECTUM 


BY WILLIAM M. 


OCKHART-MUMMERY states that by far 
the commonest variety of innocent tumor 
met with in the colon and rectum is the adenoma. 
It gives rise to considerable bleeding and dis- 
charge; in his experience it is more often sessile 
than pedunculated. He once removed three such 
growths from one patient; two of them in the 
rectum and one in the pelvie colon, each tumor 
being about the size of an orange. Free removal 
of large villous tumors often gives rise to con- 
siderable difficulty. In view of their tendency 
to malignant change these tumors are _ best 
treated by complete resection of the rectum, but 
as patients frequently object to this, Lockhart- 
Mummery has often removed them by local re- 
section, with restoration of the bowel. Patients 
should be kept under supervision at least three 
years, so that any sign of recurrence can be 
immediately dealt with. Associated adenomas 
are found in nearly all cancers of the bowel. 

It seems very probable that all cancers of the 
rectum and bowel arise, in the first instance, as 
simple adenomata, but this is difficult to prove. 
The author feels that any adenoma in the ree- 
tum, however small, should be looked upon as 
a precancerous condition and should be removed 
immediately. Why some adenomas become ean- 
cerous at an early stage and others grow into 
enormous tumors before becoming cancerous is 
not known. 

Fansler states that there is considerable dif- 
ference of opinion as to the type of pedunculated 
epithelial tumors of the rectum. The most com- 
mon classification is to divide them into polyps, 
adenomas and villous tumors. 

Fundamentally, it does not seem to Fansler 
that there is any real difference, so far as origin 
is concerned, between the tumors designated as 
adenomas and polyps. In other words, they are 
one. If the tumor has a thin pedicle of some 
length and a raspberry-like tumor on the end 
of a stalk, it is termed a polyp. If it has a large, 
thick, short base with the raspberry-like tumor, 
it is termed an adenoma. Fansler believes them 
identical histologically, the only difference be- 
ing in the richness of the blood supply. The 
so-called adenomatous type is more likely to be- 
come malignant; this is not due, however, to 
fundamental histological difference, but is prob- 
ably contingent upon greater nourishment and 
the ease with which the epithelial layer can grow 
down into the broad base. 

Another type termed the polyp is the tumor 
which has a long, narrow pedicle with a hard 
fibrous tumor mass on the end. This type of 
tumor is simply the end result of the one previ- 
ously described—that is, one on which lack of 
blood supply and infection have produced fibro- 

*Shedden—Assistant Surgeon to Outpatients, Massachusetts 


General Hospital. For record and address of author see ‘This 
eek’s Issue’, page 38. 
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sis. In some cases of multiple polyposis every 
stage and gradation of this condition may be 
seen in a single patient. Tumors of this type 
with long narrow pedicles are unlikely to become 
malignant. Occasionally internal hemorrhoids 
become inflamed and later fibrose ; a pedicle may 
form, and they appear as polypoid tumors. 

In certain cases of ulceration of the colon and 
rectum, the mucosa about the margin of an un- 
dermining uleer may become edematous and 
protrude in a polypoid fashion into the lumen 
of the bowel. This condition, however, should 
not be confused with true polyposis, for, as in- 
flammation subsides and healing occurs, the 
polypoid appearance disappears. 

The third form of epithelial growth is the so- 
ealled villous tumor, of which there are less than 
seventy-five reported in the literature. There is 
a difference of opinion as to the exact classifica- 
tion of this tumor. It is probably most accurate 
to say that it is a special form of adenoma. The 
tumors consist of a central stalk or attachment 
of blood vessels and connecting tissue. From 
this stalk are many branches and sub-branches, 
which give a_ beautiful arborescent picture. 
These branches are covered by columnar epithe- 
lium, which secretes a viscid mucus, giving the 
tumor a soft, gelatinous appearance much like 
the hydatid form of mole. This mucoid material 
makes the growth appear as a solid mass, but 
on placing it in water, the branches separate. 
The arrangement of the epithelium is that of 
any other papilloma, but there seems to be a 
special tendency to invade and develop into a 
malignant tumor. These growths are often quite 
large, and while in some eases they become malig- 
nant, they may remain benign for a long time. 
Fansler removed a growth of this kind in 1919 
and there has been no recurrence. This tumor 
had been present for at least 8 years, for the 
patient had partly extruded it with bowel move- 
ment during that time. It had an attachment 
about 1 em. thick at its base and was attached 
along the wall of the rectum approximately 15 
em. The branches began to grow out from the 
pedicle about one inch from the point where it 
attached to the rectal wall. The tumor weighed 
570 grams. 

H. H. Greenwood states that, according to 
Yeomans, adenomata of the intestinal tract oc- 
cur most frequently in the rectum, ileum, colon, 
ileocecal valve and duodenum. The tendency 
to malignant change in these apparently innocent 
srowths, even when appearing as solitary tu- 
mors, lends them a sinister significance. 

In all situations save in the rectum, excision 
of the affected portion of the bowel wall is done 
logically and without hesitation, in the hope of 
anticipating any tendency to local spread. 

In the rectum proper simple snaring or liga- 
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tion of the pedicle with excision by the anal 
route is usually advocated and practiced. For 
tumors situated at a high level Lockhart-Mum- 
mery advises excision of the coeeyx and the lay- 
ing open of the rectum from behind to gain 
full access. Unless, however, a margin of healthy 
bowel is taken with the tumor, these measures 
seem to be inadequate and to disregard the 
known tendency to malignant change. When an 
adenoma is found lying on the anterior wall of 
the rectum above the level of the reflection of 
the peritoneum at the bottom of Douglas’ pouch 
—that is at any distance greater than 4 in. from 
the anus—removal even by simple ligature and 
excision is not altogether free from the risk of 
opening the peritoneal cavity and inviting con- 
sequent infection by leakage. 

Greenwood has found no record in the litera- 
ture of any case resembling the following, which 
exemplifies the possibility that an innocent 
adenoma may violate the integrity of the peri- 
toneal covering of the bowel. 


A man, aged 24, was admitted, complaining of con- 
stipation, small quantities of blood in the stool, and 
tenesmus—a feeling of incomplete elimination and 
aching pain in the rectum after defecation. These 
symptoms had persisted only for the last 5 or 6 weeks. 
With the sigmoidoscope a sessile tumor could be seen 
bulging into and almost occluding the lumen of the 
pelvic colon about 8 in. from the anus. The broad 
base and flat domed shape of the tumor precluded any 
attempt at snaring or any other manoeuvre which 
might pull on the bowel wall and so involve the risk 
of dragging down a pouch of peritoneum. The abdo- 
men was opened by Greenwood and the tumor, bright 
red in color and about the size of a walnut, was found 
projecting from the left anterolateral wall of the 
pelvic colon. The bowel wall ended abruptly at the 
edge of the growth, around which was a shallow gut- 
ter. After snipping round the edges, the tumor came 
away readily, leaving a large oblique hole in the 
wall of the bowel. Trimming the margins of the 
wound caused a hemisection of the bowel, which was 
closed by 3 layers of fine catgut sutures. To safe- 
guard against leakage a cecostomy was done; a large 
rubber tube was passed up from the anus until the 
end reached a point 2 in. beyond the suture line and 
a small drain leading down to the pelvic floor was 
left in the lower angle of the abdominal wound. 

The rectal tube remained in site for 6 days; the 
cecostomy was closed at the end of a fortnight, by 
which time the abdominal wound was soundly 
healed. Inspection and palpation of the rectum and 
sigmoid revealed no other tumor, nor could any 
other growth be seen later through the sigmoidoscope. 
The patient is now free from symptoms. 

The pathologist’s report showed that the tumor 
was a simple adenoma, with no sign of malignancy 
and that over the part exposed in Douglas’ pouch 
there was no trace of peritoneal covering. 


It seems clear that removal by the rectal route, 
or even by the more precise method of excision 
after division of the posterior wall of the ree- 
tum, would have left a large gap, which, even 
if recognized, would have proved difficult to 
close securely. 

Greenwood suggests that removal of these soli- 
tary growths should always be preceded by 
laparotomy and that a margin of healthy bowel 
should be excised with the tumor if there be any 


evidence of involvement of the peritoneal cov- 
ering. The risks attending resection, provided 
that an adequate peritoneal toilet be observed, 
appear to be less than those ineurred by the 
approach from within the bowel. If the growth 
in this ease attained its peculiar position by in- 
vasion of the wall, it would appear to have done 
so by virtue of a nascent malignancy too subtle 
to be betrayed by gross cellular changes. 

According to Yeomans, a single adenoma or a 

group consisting of only a few adenomas occurs 
most frequently in children from 3 to 10 years 
of age. In his series of 35 cases in children and 
young adults no single growth has been larger 
than an English walnut. In adults, on the other 
hand, the tumors may reach an enormous size 
and obstruct the lumen of the bowel. 
. When the solitary type assumes the polypoid 
form, the attenuated pedicle frequently breaks 
and the tumor is east off, spontaneous cure re- 
sulting. Adenomas may undergo hyaline, myxo- 
matous or cystic degeneration. 

Drueck states that the adenomas of the rectum 
found in children differ very much macroscop- 
‘ically, microscopically and clinically from those 
found in adults. In children there is usually a 
single adenoma, or at most but 3 or 4, varying 
in size from that of a cherry to perhaps a hen’s 
egg, each with a slender pedicle which may meas- 
ure up to 6 inches in length, depending upon the 
size and age of the tumor. If the mass has been 
dragged upon for a long time by the attempt of 
the bowel to expel it, the pedicle becomes 
stretched and attenuated. The single polypoid 
shaped tumor occurring in children may be ex- 
truded only during acute digestive disturbances 
accompanied with powerful peristalsis and 
tenesmus. At other times when retained within 
the bowel it may cause obscure digestive dis- 
turbance with diarrhea. On examination with 
the proctoscope the adenoma will often drop into 
the lumen of the instrument and may be easily 
removed with a snare rather than clipped off 
with scissors as by the slow crushing of the 
snare the intima of the vessels is crushed and 
there is less danger of hemorrhage resulting. 
The small stump of the pedicle soon atrophies 
completely and will therefore need no further 
attention. 

The following are two ease histories of non- 
malignant villous tumors of the rectum seen in 
private practice: 

Dr. A. H. T. referred by Dr. Cornelius Barry on 
June 23, 1930. Age—49 years. P. H.—cardiorespira- 
tory and genitourinary tracts negative. Gastrointes- 
tinal—the patient had always been slightly consti- 
pated; otherwise gastrointestinal tract negative. 
P. I—Five and a half months ago the patient no- 
ticed a “bunch” at his rectum; 34% months ago he had 
slight intermittent bleeding, particularly at stool. He 
had lost a few pounds’ weight during the present 
illness but was not sure how much, probably be- 
tween 5 and 10 pounds. He noticed two and a half 
months ago pain referred to the region of the anus 
and with no definite relation to defecation. Physi- 
cal examination showed him to be somewhat pallid. 
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The eyes, ears. nose, throat, heart and lungs were all 
normal. The abdomen showed no masses or tender- 
ness. The liver could not be felt. There were small 
soft glands in each groin. Rectal examination dis- 
closed a cauliflower-like but very soft tumor about 
9 cm. in diameter attached to the posterior and left 
lateral wall by a soft pedicle which was about 4 cm. 
long and had a base about 4 cm. in diameter. The 
base did not, apparently, extend deeper than the 
mucous membrane. The whole tumor could be slid 
about on the submucous tissue. The tumor was soft 
throughout and there was no induration at the base. 
Operation—Under gas oxygen and with scopolamine- 
morphine narcosis, the tumor was excised. As a 
prophylactic measure, 1 month after operation, 3 
“seeds” of radium each of 2 millicurie strength and 
screened with gold .3 millimeter thick were imbed- 
ded in the area from which the tumor was excised. 
The pathological report on this tumor was as fol- 
lows:—‘‘Specimen consists of a mass of tissue from 
the rectum measuring 8 cm. in length and 4 cm. in 
width and 3 cm. in thickness. The mucosal surface 
is polypoid in character and is made up of numerous 
polypoid-like projections on the surface. Sections 
are taken through the base of the mass particularly 
for the purpose of determining whether there is any 
malignancy in this region. Sections microscopica!ly 
through the tissue submitted show the polypoid mass 
seen grossly to be composed of numerous islands and 
glandular epithelial structures growing without any 
purposeful arrangement. The cells comprising the 
new growth vary markedly in size and shape and 
frequent mitotic figures are seen. Sections through 
the base of the new growth show an occasional glan- 
dular structure which is lined with epithelium, the 
cells of which vary markedly in size and contain an 
occasional mitotic figure. They do not appear to be 
very invasive, however. This is the type of new 
growth which occasionally becomes very malignant 
but grows locally rather than metastatically. I be- 
lieve in this particular case that the tissue is rather 
rapidly growing and there is involvement of the base 
of the stalk carrying the polypoid mass. It appears to 
have been removed in its entirety, however, anc fur- 
ther operative procedure at the present time does 
not seem warranted. Diagnosis—Villous Tumor of the 
rectum—premalignant.” Stewart Rooney, Pathologist. 
Postoperative notes—patient seen in March, April and 
May and again on November 6. There is no evidence 
of recurrence and the wound has healed nicely. No 
glands can be felt and the liver cannot be felt. 


Miss A. L., referred by Dr. Cordelia Williamson on 
August 9, 1930. Age—66 years. P. H.—Cardiorespira- 
tory system—Occasional slight fainting sensations; 
otherwise negative. Gastrointestinal—negative up to 
present illness. Genitourinary—negative. Catamenia 
—menopause 18 years ago; no staining or discharge 
since. Operation—In 1903 the patient had a right 
odphorectomy. P. I.—two years ago the patient no- 
ticed increasing constipation and had intervals of 
marked flatus. One year ago she began to pass 
much slimy mucus. Six months ago her bowels be- 
came markedly constipated and the passage of mucus 
became more noticeable. During the past 6 months 
she had occasional slight bleeding, noticed most com- 
monly at stool. She had never had any tarry stools. 
She constantly felt as if there were something in 
her rectum which she desired to expel. Physical 
examination showed a well developed and nourished 
woman with good color. Her teeth were all missing. 
There was some purulent material in the left tonsil. 
The heart and lungs were normal. Blood pressure— 
180/90. The abdomen showed some increase in 
adipose tissue. There was a small hernia in her op- 
erative scar in the lower abdomen in the midline. 
Vaginal examination was not done. Rectal examina- 
tion disclosed on the anterior surface of the rectum, 


at the level of the middle Huston valve, a tumor mass 
about 6 em. in diameter with a pedicle of about 3 cm. 
and a base of 3 cm. It was apparently confined to the 
mucous membrane and could be slid about on the 
submucous tissue. The renal function was 85% in 
2 hours. The urine showed a few pus cells but no 
casts. Operation—Under ether anesthesia, a polypoid 
mass about 5 cm. in diameter was extracted from the 
anterior wall of the rectum about 7 cm. from the 
anus. In order to attack this adequately an incision 
was made through the external sphincter posteriorly 
and the tumor was prolapsed down through the 
anus. Pathological report:—‘‘Material consists of a 
thin, flat, triangular piece of dark red tissue 5 by 4 
by 4 cm. In the center there is an ill defined super- 
ficial area of ulceration. The mass is made up of nu- 
merous closely grouped, small, soft, rounded poly- 
poid masses ranging in size from 5 to 10 mm. in di- 
ameter and having a common base. Microscopic ex- 
amination shows an area of superficial ulceration of 
the mucosa and a slight atypical proliferation of 
the mucosal glands. One small adenomatous polyp 
seen. There is no evidence of malignancy. Diag- 
nosis—Adenoma. Rectal polyps.” Tracy Mallory, 
Pathologist. Postoperative notes—Patient seen on 
November 6, at which time there had appeared an- 
other small polyp about 7 mm. in diameter, close to 
the area of the original excision. This was removed 
with diathermy, using a loop electrode. The path- 
ological report on this was:—‘‘Adenomatous polyp; 
no evidence of malignancy.” As in the first case, 3 
radium “seeds” each 2 millicurie in strength and 
screened with .38 mm. gold were inserted into the op- 
erative area. 


The following case record was loaned to me 
by Dr. T. Chittenden Hill. It apparently ex- 
emplifies a typical villous tumor. Dr. Hill tells 
me he has three or four other cases of a similar 
sort, the records of which are not now available. 


Miss J. R. was seen July 14, 1930. Age—52 years. 
P. H. was irrelevant except that she had had “heart 
trouble and high blood pressure”. P. I—For 6 
months the patient had been passing blood at stool, 
morning and night. There were no movements in 
between or desire to defecate. There protruded at the 
anus a mass which she could always replace. She 
had also had a mucoid discharge. The stools were 
soft. Physical examination showed the heart and 
lungs normal. Rectal examination disclosed a lobu- 
lated mass just inside the anus about the size of a 
medium sized lime and attached by a rather short 
pedicle transversely from right to left. The other 
portion of the growth was about 3 inches from the 
anus. Examination was otherwise negative. Oper- 
ation—Under ether anesthesia the sphincters were 
dilated moderately. The growth, with healthy mucous 
membrane, was clamped about the pedicle. The ped- 
icle was ligated in 3 sections. By making traction, 
the upper angle was ligated with double ligature. 
Pathological repcrt:—“Tumor of rectum showing a 
rapidly growing papilloma with acute inflammation 
of the entire surface. There was no evidence of ma- 
lignancy.” Postoperative notes—Patient watched 
carefully postoperatively. When seen on October 28 
there was no sign of recurrence. All induration had 
disappeared and there was nothing except roughen- 
ing around the tumor excised. 


COMMENT 


It is obvious that, if one elects to do a local 
excision, cases of this type must be watched 
very closely for it is well known that adenomas 
give rise to carcinoma more commonly than any 
other pathological condition of the rectum. 
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These patients should be kept under close ob- 
servation for a period of at least 3 years. It 
is the author’s opinion ‘that should carcinoma 
arise in an area from which one of these tumors 
has been excised, attempts should not be made 
to destroy it locally, but radical operation 
should be done, probably by the abdomino- 
perineal route and certainly including a wide re- 
section of the rectum. 

The following case record was loaned to me by 
Dr. Hilbert F. Day. It is interesting in that the 
patient first had a malignancy and then several 
vears later developed, low down, a villous tumor. 


Mr. J. W. was seen July 25, 1917. Age—43 years. 
His past history showed that he had had chronic 
dyspnea for the past 6 months. P. I—Two weeks ago 
he began to feel a pain in the abdomen. He could 
not make his bowels move. The local doctor gave 
an enema and medicine without results. Physical 
examination showed the abdomen distended. There 
was no peristalsis. Operation was performed by Dr. 
H. July 26, 1917. The abdomen was opened with a 
low incision. A large amount of straw colored fluid 
was found. A large constricting, hard mass was 
found in the sigmoid flexure. A resection of a part 
of the bowel and an anastomosis was performed. A 
cigarette drain was placed in the pelvis. Pathologi- 
cal report—Specimen consisted of section of intestine 
12 cm. in length, somewhat curved on itself and im- 
bedded in fat. On cutting into the mass of fat it was 
found to be infilirated with a thick, extremely hard 
tissue made up of small white islands. On contin- 
uing through the lumen of the intestine this tissue 
was found to represent a thickening in the intestinal 
wall. An underlying ulcer almost surrounded the 
entire circumference of the lumen in one place and 
then tapered off to about 2 cm. in width. The under- 
lying tissue was fully 1.5 cm. in thickness. There is 
little doubt on gross examination of the malignancy 
of this tumor. This tumor proved to be an adeno- 
carcinoma of rapid growth. Second admission—Aug- 
ust 23, 1928—for the past 8 months has lost 15 pounds. 
Diarrhea—7 to 8 movements. Stool for the first 5 or 


6 months rather hard and stained with blood. Much 
nocturia—6 to 7 for the past 2 months. Increasing 
weakness. Impotent for the past 10 months. F. E.— 
lungs negative. Lower abdomen prominent. Super- 
ficial veins prominent. On rectal examination, a thick 
band could be felt running from right to left, per- 
haps one of Houston’s valves. About 4 inches from 
the anus, a soft polypoid-like mass could be felt about 
the size of a hen’s egg. It was not tender to touch. 
The anal wall seemed lax. Knee jerks appeared nor- 
mal. Operation by Dr. Hilbert F. Day—September 29, 
1928—Under spinal novocain anesthesia, the perineum 
was prepared in the usual manner. The mass pre- 
viously described brought to view, its base tied in 
several parts by passing silk thread sutures on a 
curved needle through it. Clamp applied and tumor 
removed with actual cautery. Pathological report— 
Specimen consisted of 4 masses of tissue, the 
largest measures 4 by 2.5 and the _ smallest 
1.5 by 1 cm. The large mass was very papillary 
in nature and very friable. On cutting through the 
mass there was a small amount of stroma in the 
center. These papillary growths extended out from it. 
Grossly, there was no evidence of invasion of this 
tumor. The section of rectal polyp showed many 
glands lined by tall columnar epithelial secreting 
masses. These cells were of the adult type. No evi- 
dence in the section of invasion of the epithelial 
cells into the stroma was noted. There was a marked 
implication of lymphocytes through the stroma of 
the polyp. The section showed no evidence of ma- 
lignancy. 
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EFFECT OF METHANOL ANTI-FREEZE ON 
HEALTH 


Surgeon General H. S. Cumming of the United 
States Public Health Service, when asked regarding 
the statement issued December 6 by the Bureau of 
Mines on the effect of methanol anti-freeze on health, 
stated that the Public Health Service had kept in 
touch with the observations being made by the Bu- 
reau of Mines on the subject, and that he felt there 
was need for the immediate release of information 
which would protect the general public. It appeared 
from the study so far that there was much more 
danger from exhaust gas (carbon-monoxide) than 
could possibly come from methanol when used 
strictly as an anti-freeze liquid in automobiles. 

The greatest danger is that some one might drink 
methanol, especially in view of its being used in 
place of ordinary denatured alcohol as an anti-freeze, 


and in view of its other name, methyl] alcohol. Meth- 
anol when taken internally is more certainly poison- 
ous and more highly fatal than any denatured al- 
cohol. According to press accounts, such poisoning 
has recently occurred in Pennsylvania. 

Another danger is in the use of methanol in shel- 
lacs which might be applied over considerable sur- 
face without adequate ventilation. The presence of 
the coloring matter as recommended by the Bureau 
of Mines and the addition of 23 per cent. water as 
at present dispensed, guard anti-freeze methanol 
against such dangerous use. 

A complete study is advisable as to how far meth- 
anol can be used safely in other ways; in the mean- 
time, the Surgeon General recommends that methanol 
be used by the general public as an anti-freeze only, 
and that the precautions advised by the Bureau of 
Mines be strictly observed.—United States Public 
Health Service. 
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SUICIDE* 
BY A. WARREN STEARNS, M.D.t 
HE phenomenon of suicide has been the sub-|numerable philosophical discussions. He had 


ject of speculation and study since the world 
has had a history. From the most remote times 
distinguished thinkers have expressed themselves 
upon the subject. It has been considered seri- 
ously by political, religious and scientific leaders. 
In spite of considerable scientific scrutiny dur- 
ing the past hundred years, it is still to a large 
extent regarded as an isolated social phenome- 
non and is rarely given its proper place among 
the natural phenomena of life. 


After a most elaborate study of the subject 
Morselli concludes: ‘‘The certainty of the fig- 
ures and the regularity of the progressive in- 
crease of suicide from the time when statistics 
were first collected to now is such and so great, 
even in respect to countries different in race, 
religion and number of inhabitants, that it is 
not possible to explain it otherwise than as an 
effect of that universal and complex influence to 
which we give the name of civilization.’’ 


The literature concerning suicide is tremen- 
dous. Several cases are mentioned in the Old 
Testament. Though no comment is made con- 
cerning these acts, it is apparent that public 
opinion was against it and the suicides are 
merely mentioned as one of the phenomena of 
life. It occupied the attention of Greek philoso- 
phers and we find much discussion as to the 
ethics involved. In a general way the Roman 
philosophers followed the Greek but made sui- 
cide the subject of more or less legislative activ- 
ity. Roman law permitted suicide provided the 
occasion was sufficient. One could apply to the 
court, state his case and be given an adequate 
amount of poison. The stoics approved of sui- 
cide under certain conditions and felt that a 
man had a right to kill himself if he so desired. 

However, a study of the Greek and Roman 
suicides recorded in literature does not seem to 
indicate that the act was considered essentially 
different from today. It has been assumed that 
suicide was very common in classical times. The 
zeal of Christian advocates has perhaps led them 
to exaggerate its frequency. In a period of 
several hundred years in classical literature we 
find, after all, but few suicides. The evidence 
does not appear to justify opinions as to its 
frequency. Again the recorded cases show situ- 
ations very similar to those which result in the 
act today. The suicide of Cato has led to in- 

*A paper read by Dr. Albert Warren Stearns, Commissioner 
of Correction of the State of Massachusetts and Dean of Tufts 


College Medical School, before the Massachusetts Medico-Legal 
Society on Wednesday, February 5, 1930. 


+For record and address of author see “This Week's Issue’, 
page 38. 


been defeated by his enemy Caesar and was 
about to be exhibited in triumph. He paced his 
room during the night without sleep and toward 
‘morning called upon his servant to run him 
through with his sword. This seems to me to 
be a picture of the same sort of emotional stress 
which so often leads to suicide today. At any 
rate the data are insufficient for reliable judg- 
ment. 

Then for a thousand years we hear very little 
of suicide,—only the occasional recital of some 
obscure monk in his cell under circumstances 
suggesting manic-depressive insanity. Perhaps 
it is true that the general acceptance of Chris- 
tianity during this period actually reduced the 
number of suicides. Of this we can only con- 
jecture. 


The beginning of our present era marked an 
awakening of interest as evidenced by literary 
productions. In 1585 Donne published a book 
on suicide. Shortly thereafter a number of 
other works appeared, many of them condoning 
the act and expressing the opinion that it was 
not so great a sin as had heretofore been sup- 
posed. These works were all speculative and 
philosophical and add little to our knowledge. 
About a hundred years ago the statistical method 
began to manifest itself. In some of the Swiss 
eantons we have a record of suicide running 
back as far as 1816. Our Massachusetts data 
begin in 1842, though their accuracy is doubt- 
ful up to 1885, when each violent death was re- 
quired to be investigated by medical examiners. 
We have a number of early books on the subject 
of suicide, dealing with the matter from a statis- 
tical standpoint. Perhaps that of Morselli above 
quoted is still the most useful. More recently 
psychiatrists have written upon the subject, but 
their writings have had to do largely with un- 
usual dramatic eases and with more or less fan- 
tastic psychological interpretations and so can- 
not be said to have clarified the problems in- 
volved to any great extent. However, recent sta- 
tistical and sociological studies, especially in 
America, have ignored the psychiatric approach 
to a point seriously diminishing the value of 
such works. 

The natural history of suicide is of interest. 
From time immemorial the question as to 
whether animals deliberately committed suicide 
has been debated. Dr. Johnson discussed the 
tradition that a scorpion put into the bottom of 
a cup, after futile efforts to crawl up the side, 
would ultimately kill itself. The sage doubted 
this and wisely remarked, ‘‘I shall believe the 


story if Malpighi confirms it.’’ There is also 
the old tradition that road runners surround 
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sleeping rattlesnakes with thorns and that these 
reptiles, unwilling to cross the thorns, ultimately 
strike and kill themselves. '[heodore Roosevelt 
became interested in this subject and investi- 
gated it to some extent. I have been able to find 
no authentic account of what appears to be de- 
liberate animal suicide. Stories of frightened 
mules jumping off transports, of stampeded 
buffaloes plunging over cliffs, of dogs refusing 
to eat after the death of their master, and in- 
numerable others, do not seem to indicate any 
act corresponding to suicide among human 
beings. Among the lower cultural levels of 
humans, suicide is extremely rare except where 
it has a ceremonial or ritualistic significance. 
There are stories of savages killing themselves 
to avoid capture and torture. There are also 
accounts of Siberian and South African sav- 
ages committing suicide in times of famine, but 
these accounts are extremely rare and the evi- 
dence at hand would indicate that suicide is not 
very common among primitive people. There 
are surprisingly few data considering the mass 
of literature concerning primitive life and cul- 
ture. 


There are a number of peoples among whom 
suicide has had a place as a social custom. Per- 
haps the most striking was the custom of suttee 
in India. Upon the death of the lord and master, 
his wife and servants perished on the funeral 
pyre. The custom of hara-kiri in Japan was 
similar. In parts of China suicide was used for 
purposes of revenge. If a man felt he had been 
treated unjustly, his most desperate act of re- 
venge was to kill himself on the doorstep of the 
one whom he felt had ill-treated him, thus east- 
ing infamy upon the family of his enemy forever. 
It will be noted that these instances occur in 
very old civilizations and have the color of the 
ceremonial. 


As we approach the European civilization it is 
soon apparent that the lower we go in the eul- 
tural scale, the less frequently is suicide found. 
The oceasional suicide among illiterates and the 
lower social strata usually indicates fairly frank 
insanity. As we ascend the scale it becomes in- 
creasingly more common, till it reaches a maxi- 
mum among college graduates and professional 
men. This is well shown in the Army and Navy 
statistics, where it is more frequent among com- 
missioned officers and less frequent among pri- 
vates and non-commissioned officers occupying 
a middle position. 

For at least a hundred years statisticians have 
used suicide and murder rates as indications of 
racial differences. This has been almost univer- 
sally accepted. My study of murder has raised 
grave doubt in my mind as to the truth of this 
belief and I also question its accuracy con- 
cerning suicide. Although European statisties 
apparently indicate fairly constant rates, there 
is evidence that custom modifies these rates and 
so far no studies have been made eliminating 
the element of custom. Among European figures 


the Irish have a very low rate, yet their de- 
scendants in Massachusetts have a very high one. 
Also the marked difference between Catholic 
and Protestant ratios in Germany tends to dis- 
eard the racial factor. The low rate among Jews 
does not prove the racial factor and may equally 
well be religious. However, it must be admitted 
that in general the Northern races have a much 
higher rate than the Southern. The much greater 
frequency among males in our civilization has 
led to many inferences which apparently are not 
well founded because in Japan and India the 
conditions are reversed, suicide being much more 
common among women than among men. The 
relative increase of suicides among females in 
civilized countries may have something to do 
with the emancipation of the female of late 
years. The recent sociological studies in Chicago 
showing delinquency areas will illustrate the 
association of suicide and social disorder in 
general. 


The relation between mental disorder and sui- 
cide has given opportunity for many people to 
express their opinions, but few data are avail- 
able. In my own study, about a third of the 
cases appeared to be frankly insane. Another 
third presented fairly definite morbid mental 
states and the last third appeared to be emo- 
tional reactions in the face of overwhelming 
situations. It has been argued that the suicidal 
act itself was evidence of insanity, but this can 
no longer be sustained since the concept of in- 
sanity has become more closely associated with 
disease processes. From the standpoint of public 
health, suicide is one of the rapidly increasing 
causes of death in most civilized communities. 
The rate in Massachusetts has gradually in- 
creased since 1885. There was, of course, a 
marked falling off during and after the war and 
for the past few years the rate has been more 
nearly stationary. Strange to say, the spring 
of the year usually shows the highest figure. 
That this is truly seasonal is evidenced by the 
fact that the curves are reversed south of the 
Equator. 


During the past few years newspapers have 
had a great deal to say about child suicide and 
its great increase. This has been, on the whole, 
feature material and is not borne out by actual 
data. All are called ‘‘children’’ up to twenty- 
one years of age; few eases are noted under 
sixteen, and no survival statistics have been 
used to check. The number of instances of self- 
destruction increases very rapidly with advanc- 
ing years. In our present industrial age the 
situation of the aged is becoming more and 
more difficult. When I saw the conditions of 
the aged suicides whom I studied, it seemed more 
proper to ask why more do not take advantage 
of this opportunity rather than to question why 
these individuals had done so. 

Though from a statistical and philosophical 
point of view it is difficult to understand the 
phenomenon of suicide; from the point of view 
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classes, corresponding to the three degrees of 
murder, and I confess that the premeditated 
group is increasing. Insanity is becoming less 
important and social stress more important. 
When the situation of an individual becomes so 
intolerable that there appears to be no relief, 
suicide offers a way out. In certain cases it is 
rational. In others, it is almost a pure motor 
phenomenon. It does not represent the desire 
to end one’s life particularly, but the desire to 
escape from an intolerable situation. The futile, 
bizarre, inefficient means adopted are evidence 
of this. Doctors with quantities of morphine 
and strychnine in their bags strangle and hang 
themselves. <A lack of intelligence is also shown 
in eases of individuals who jump. In talking 
with motormen who had been driving trains 
under which persons had jumped, thev were 
unanimous in doubting the suicide motive be- 
cause of the posture of the individual and the 
fact that most of them did not jump head first. 
Those who jump off buildings or through win- 
dows generally assume an attitude of despair 
with arms extended and face upturned as if in 
prayer. Of course the use of illuminating gas 
has now become most popular and here one sees 
a great deal of deliberation and preparation. 
The mechanism seems to many like this: Just 
as a child in anger first makes a verbal threat, 
then exclaims, ‘‘I’ll kill you,’’ and later strikes, 
so in despair the mildest expression is one of 
self-negation, next the superlative in words is, 
**T wish I were dead,’’ and finally this becomes 
motorized in the suicidal act. Whether it is the 
impulsive jump from a high place or a deliberate 
plan does not alter the psychological formula. 
So the causes of suicide include all things which 
may bring about an unhappy state of mind. 
In my series, the predominant causes were as 

follows: 

Mental disease (insanity) 

Physical disease 

Delinquency 

Senility 

Alcohol and drugs 

Psychoneurosis 


Abnormal personality 
Domestic strife sis 


65 
25 
15 
9 
9 
8 
6 
3 


/my experience this is not true. 


It is generally believed that threats of suicide 
are dramatic and do not result in the act. In 
There is a 
marked difference between the dramatie grand- 
stand expressions of the hysteric and the delib- 
erate hopeless assertions of the manic-depressive, 
but a large percentage of those who commit sui- 
cide have at some time discussed or threatened it. 


Attempts on the part of society to prevent sui- 
cide are interesting. It was proscribed by the 
Christian Chureh fairly early in its history, 
this perhaps having been brought about by the 
tremendous number of early Christians who were 
seeking martyrdom. Soon after, legal steps were 
taken to uphold the dictates of the church. 

In France, as in most countries, the estates 
of persons committing suicide reverted to the 
Crown. Many famous eases are on record. Many 
legal battles were enacted attempting to keep 
possession of estates by disproving suicide. This 
led to a considerable delay. Inasmuch as the 
French laws inflicted serious indignities upon 
the bodies of suicides which the law’s delay 
hampered, solutions were prescribed for pre- 
serving bodies during long trials so that at last 
the law might give vent to its feelings. All of 
these atrocious edicts were repealed by the 
French Revolution. In England likewise, the 
estates reverted to the Crown. The bodies were 
buried at crossroads with a stake driven through 
them. The purpose of this was to prevent the 
evil spirit from wandering about. There has 
actually been one such burial in Massachusetts. 

To summarize, suicide or self-destruction is a 
natural phenomenon requiring, however, a high 
degree of self-consciousness. It is a direct re- 
sult of emotional stress. This stress may be gen- 
erated entirely from within, as in certain mental 
diseases, or may be entirely situational. Evi- 
dence of special racial differences may indicate 
different customs instead of biological conditions 
as has generally been assumed. Opinions and 
judgments concerning suicide are still tinged 
with prejudice and superstition, indicating the 
need of further scientific scrutiny. 


THE MEDICAL EXAMINER AND THE RELATION OF 
HIS WORK TO THE WORKMEN’S — 
COMPENSATION ACT* 


BY FRANCIS D. DONOGHUE, M.D.t+ 


HE General Laws of Massachusetts, Chapter 
152, being an ‘‘injury law’’, takes in a large 
group of cases that were not under accident laws. 
*Read before the Massachusetts Medico-Legal Society, June 


17, 1930 


+Donoghue—Medical Adviser, Massachusetts Industrial Acci- 
dent Board. For record and address of author see “This Week’s 
Issue’, page 38. 


In modern industry, the great increase of indus- 
trial poisons alone offers a splendid opportunity 
for study. Unexplained deaths, occurring in 
certain types of industry, distinetly warrant 
examination by the medical examiners. 

In 1929 the Division of Industrial Safety in- 
vestigated 554 cases of so-called occupational 
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diseases. These include 493 men and 61 women. 
The cases will be listed in the annual report as 
follows: 


Dermatitis 345 
Lead P i 70 
Gas and Fume P E isoning 69 
Chrome P g. 22 
Industrial Anthrax Poi ing 12 
Pneumoconiosis 9 
Cyanide 5 
Dust Poisoning 5 
Tuberculosis 5 
Silicosis . 4 
Benzol Poi g 2 
Miscellaneous Poisoning 6 


There is on file in this Division the history of 
each one of the 554 cases. The history includes 
the diagnosis made by the attending physician 
filed on a blank form. It also includes a report 
of the investigation made by the Inspector in 
relation to actual conditions in the working 
places, including a requirement to describe 
methods used to prevent exposure at the point 
of origin. 

Sixty-nine cases of gas and fume poisoning 
are included in the total number given above. 
Of this number, twenty-two were carbon monox- 
ide poisoning. Toxic materials found in em- 
_ ployment in these cases are as follows: 


Acetic Acid Lampblack 

Acetone Lead 

Acetylene Gas Lead Peroxide 
Alcohol Lead Sulphite 
Aluminum Acetate Mercury 

Ammonia Methyl Acetate 
Amy! Acetate Naphtha 

Aniline Nickel 

Barium Sulphite Nitric Acid 

Benzol Nitro Aniline 
Beta-Naphthol Nitrous Oxide 
Benzine Oxalic Acid 
Bisulphide Paint 

Brown Catechu Pyrogen Paint Remover 
Butyl] Acetate Perborate of Soda 
Boric Acid Permanganate of Potash 
Carbon Bisulphide Potassium Bichromate 
Carbon Dioxide Pyrogallic Acid 
Carbon Monoxide Pyroxylin 

Carbon Tetrachloride Radium Dust 
Casein Shellac 

Celluloid Silica 

Chrome Soda Ash 

Chlorine Gas Sodium Acetate 
Citric Acid Sodium Citrate 
Creosote Sodium Hydrosulphite 
Crude Oil Sodium Bichromate 
Cyanide Sodium Hydroxide 
Cyanide of Potassium Sodium Nitrite 
Caustic Soda Sodium Sulphite 
Denatured Alcohol Sulphur 

Dimethyl aniline Sulphate of Iron 
Disulphide of Arsenic Sulphur Chloride 
Duco Sulphuric Acid 
Ether Sulphide 

Ethylene Dichloride Tannin 
Formaldehyde Tartaric Acid 

Gas (Illuminating) Trisodium Sulphide 
Gasoline Wood Alcohol 
Hydrogen Sulphide Zinc Oxide 

Iron Oxide Zinc Sulphide 
Lacquer Hydrochloric Acid 


The experience in this Division indicates the 
need of requiring complete records in places of 


‘a badly diseased heart collapsed and died while 


‘it proved, from acute dilatation of the heart, 


employment concerning the use of industrial 
poisons. Diagnosis in: the case of disease in in- 
dustrial workers would not seem complete with- | 
out reference to employment conditions and 
exposure to these dangers in industry. 5 
The work of the medical examiner, always im- 
portant, frequently becomes most significant in 
its relation to the Workmen’s Compensation Act 
His postmortem findings may open or close the 
door which affords the widow and the orphan 
the means with which to exist while they are 
passing through that very trying stage of life 
immediately following the death of the bread- 
winner. Without the medical examiner’s assist- 
ance, following view or autopsy, that degree of 
proof which is so necessary to prove a claim 
under the compensation law is unavailable; and 
it sometimes happens that his opinion is the 
necessary bit of evidence with which to defend 
or disprove a claim which lacks merit. 
The medical examiner is vested with wide 
authority. ‘‘ Medical examiners shall make ex- 
aminations upon the view of the dead bodies of 
only such persons as are supposed to have died 
by violence’’ (General Laws, ¢. 38, s. 6). It 
need not be shown as a fact that the dead per- 
son died of violence. It is sufficient if it is sup- 
posed that his death was so occasioned. It may 
be that there is only a suspicion that violence 
played a part in his death. That is sufficient to 
warrant action by him. 
Many deaths occur in industry under sus- 
picious circumstances. There may, or may not, 
be liability for payment of compensation to 
widow and orphan because of such deaths. The 
employer or his representative, not being well 
versed in the provisions of the compensation 
statute, may regard the death as having occurred 
from natural causes. Yet, as has been shown 
in many actual cases under the Workmen’s Com- 
pensation Act, these suspicious cases, these 
apparently natural death cases, these border- 
line cases, quite often prove to have resulted 
from conditions traceable to the hazards and 
risks of employment. 
In Brightman’s Case, 220 Mass. 17, a man with 


in the act of saving his personal belongings from 
a vessel tied to a wharf. Autopsy could not 
fail to disclose such a condition as this, while ” 
without autopsy the cause of death might well 
be left in the realm of conjecture. Fisher, a 
laborer, collapsed while lifting a bag of coal 
weighing from 150 to 200 pounds, and died, as 


due to heavy lifting. Again, another case where 
the work of the medical examiner becomes of the 
utmost importance (Fisher’s Case, 220 Mass. 
581). 

A workman named Dow was apparently all 
right a few minutes before his fatal accident. 
No one actually saw the happening. The ma- 
chine which he was operating was stopped imme- 
diately after the accident occurred. The de- 
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ceased was found with his left arm in the ma- 
chine and his right arm outside the beam. ‘‘His 
left hand and arm were caught in and his right 
arm was lying outside toward the large can the 
other side of the cog-wheel.’’ The carotids and 
jugular vein were severed. When the machine 
was reversed and the body removed, life was 
extinct. There was blood two or three feet away 
from the beamer, ‘‘as if it was all one spurt’’, 
and there was a little blood on the machine. 
An autopsy was performed and this showed 
‘‘that the right lung was practically atrophied 
but there was function. The left lung was nearly 
normal, The valves of the heart were shrunken. 
There was evidence of vegetations of the mitral 
valve. . . . The left lung was the one that per- 
formed the function of the lungs. .. . There 
was and had been endocarditis that would in- 
volve the valves of the heart.’’ . . . Dow, in the 
opinion of the medical examiner, was dying on 
his feet. The doctor testified that if there had 
been no injury as a result of the fall on the 
machine and Dow had sustained an attack, 
he would have expected at the time of autopsy 
that the man was in the last stages of tubercu- 
losis with a consequent affection of the heart 
and that he dropped dead, but having his throat 
eut there was a chance that he had a collapse 
as a result of his condition and fell and got his 
neck cut. 

Giving due weight to the opinion of the medi- 
eal examiner in this ease, the petitioning mother 
could not have been awarded compensation, be- 
cause the burden of proof would not have been 
maintained. The medical examiner’s opinion 
left the cause of death to surmise, conjecture 
and speculation. But the finding of the Indus- 
trial Accident Board, based mainly on the evi- 
dence that the employee’s blood spurted a dis- 
tance of two or three feet from his body, was 
regarded as enough to warrant a decision for 
the claimant (Dow’s Case, 231 Mass. 348). 

Questions of causal connection between septic 
eonditions and an employee’s death are impor- 
tant and can readily be determined by the medi- 
eal examiner, as for example, where a man while 
working around plants, subsequently dies from 
septicemia due to a scratch from a rosebush or 
another kind of a plant (See Bean’s Case, 227 
Mass. 558). | 

Whether death is due to a condition involving 
strangulated hernia, as in Herrick’s Case (217 
Mass. 111); or whether inhalation of damp 
smoke and drenching with water, causing lobar 
pneumonia, is the cause of death, as in McPhee’s 
Case (222 Mass. 1); or what relation death, 
three months after an injury, due to aneurysm, 
or localized dilatation of the aortic artery of 
the heart, has to such an injury, as in Knight’s 
Case (231 Mass. 142), may be determined read- 
ily by the medical examiner. 


There are many interesting and close cases in 


the Supreme Court reports referring to the 


Massachusetts Workmen’s Compensation Act of 
great interest to the medical examiner. 

Cases involving murderous assault are rarely 
close enough to leave any doubt as to the cause of 
death, although they may frequently cause ques- 
tions to arise as to whether the happening 
occurred within the scope of the employment. 

MeNichol was murderously assaulted by a 
fellow workman who bullied him and then killed 
him. The fellow employee was known to be 
quarrelsome, dangerous and unsafe when intoxi- 
cated, and yet his employer permitted him to 
be at large, making the risk of injury from him 
a hazard of the employment. The reaction of 
the Supreme Judicial Court of our Common- 
wealth on this point is illuminating: 

‘‘A natural result of the employment of a 
peaceable workman in company with a chronic 
drunkard might have been found to be an attack 
by the latter upon his companion.’’ When a 
superintendent knowingly permits a man ‘‘who 
was in the habit of drinking to intoxication, and 
when intoxicated was quarrelsome and danger- 
ous and unsafe to be permitted to work with his 
fellow employees’’ to remain on the premises, 
an injury by assault from such a person becomes 
a risk of the employment and arises out of such 
employment. ‘‘The injury was a natural inci- 
dent of the work and a risk contemplated by a 
reasonable person familiar with the whole situa- 
tion. It was incidental to the character of the 
business and was not independent of the relation 
of master and servant. It had its origin in a 
risk connected with the employment and flowed 
from that source as a natural consequence’’ 
(MeNichol’s Case, 215 Mass. 497). 

Other assault cases include the shooting of a 
head-waiter by a discharged waiter (Cranney’s 
Case, 232 Mass. 149) ; a murderous assault upon 
a counterman at the Army and Navy Y. M. C. A. 
(Broadbent’s Case, 240 Mass. 449) ; shooting of 
a mill superintendent by a crazed suitor of one 
of his women employees (Reithel’s Case, 222 
Mass. 163); and Harbroe’s case of a man shot 
by officers while pursuing a burglar. 

Many disease cases are to be found in the 
Massachusetts law reports, among them the fol- 
lowing : 

Pneumonia, following loss of memory and a 
journey into a swamp (Milliken’s Case, 216 
Mass. 293); angina pectoris, following strain 
(Madden’s Case, 222 Mass. 487); septicemia. 
following fracture of spine and severance of 
spinal cord (Burns’ Case, 218 Mass. 8) ; paresis 
preéxisting injury followed by insanity (Crow- 
ley’s Case, 223 Mass. 288) ; heart disease agera- 
vated by exertion of work in overheated room 
(Mooradjian’s Case, 229 Mass. 521) ; preéxisting 
heart disease affected by lifting iron pipe (Fitz- 
cibbon’s Case, 230 Mass. 473) ; preéxisting tuber- 
culosis followed by death after injury (Glen- 
non’s Case, 236 Mass. 542) ; sclerosis of coronary 
arteries due to lead poisoning and resulting in 
death (O’Donnell’s Case, 237 Mass. 164) ; stran- 
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gulated umbilical hernia, with general sepsis, 
resulting in death (Butler’s Case, 243 Mass. 
166) ; hemothorax and aneurysm of the aorta 
following fall into elevator well (Walker’s case, 
243 Mass. 224); Bright’s disease due to lead 
poisoning (Gerald’s Case, 247 Mass. 229) ; pri- 
mary cancer, as affected by copper or metal 
poisoning (Faleo’s Case, 260 Mass. 74) ; blood 
lot following operation for double hernia and 
appendix, the latter only incidental to the for- 
mer (Atamian’s Case, 1928 Mass. Adv.. Sheets 
1819) ; pneumoconiosis, or granite cutter’s dis- 
ease (Sullivan’s Case, 1929 Mass. Advance 
Sheets 49); psychasthenia, due to worry and 
apprehension (MeIsaaec’s Case, 1929 Mass. Ad- 
vance Sheets 273) ; coronary sclerosis (Herlihy’s 
Case, 1929 Mass, Adv. Sheets 1025). 


I regret that my time does not permit me to 
give you a brief digest of the important parts 
of the decision of the Supreme Court in each of 
the above cases. A study of all, or part of them, 
will be well worth the while of any medicai ex- 
aminer, or of any man whose practice includes 
industrial cases of any kind. 

In referring to the wide authority which every 
medical examiner has, I am aware, of course, of 
that part of the General Laws which provides 
that the medical examiner must have the writ- 
ten authorization of the district attorney, mayor 
or selectmen of the district, city or town where 
the body of the dead man lies, before he may 
actually perform an autopsy. Ordinarily, such 
permission, particularly in Suffolk County, is 
routine and is given almost as a matter of 
course; the medical examiner has no difficulty 
if he has reasonable ground to suspect that any 
given person has met his death by violence, either 
murderous, with or without malice aforethought, 
or industrial, by violence due to hazards con- 
nected with his ordinary and customary em- 
plovment. 

I have made a careful personal survey of all 
Workmen’s Compensation Acts to ascertain 
whether there is any express provision for 
the naming of a pathologist or medical exam- 
iner to perform an autopsy. Some of the States 
have provisions for the appointment of impar- 
tial physicians, as in Massachusetts, and un- 
doubtedly as we do in Massachusetts, this 
provision of the law is liberally interpreted to 
take in such autopsies as may be deemed neces- 
sary. <Autopsies thus performed can be made 
only by express consent of the widow or next 
of kin of the fatally injured employee, or the 
person who is suspected of having been injured 
fatally in the course of, and arising out of, his 
employment. Such consent often is difficult to 
obtain and not being obtainable. of course, in 
many instances, leaves the matter of causal con- 
nection between the death and employment con- 
ditions a matter of absolute surmise. Conse- 


quently the widow and orphans are deprived of 
financial recompense for the death of the hus- 
band and father. 


The Massachusetts statute relating to impar- 
tial physicians is simple, and reads: 

‘‘The Department or any Member thereof, 
may appoint a duly qualified impartial physician 
to examine the injured employee and to report. 
... The report of the physician shall be ad- 
missible as evidence in any proceeding before the 
Department or a Member thereof ; provided, that 
the employee and the insurer have seasonably 
been furnished with copies thereof’’ (G. L., ¢.. 
152, s. 9). 

The Massachusetts system of impartial exam- 
inations, inaugurated under the direction of its. 
Medical Adviser, has been most successful. This 
has led other states to adopt similar provisions. 

In this state it has been interpreted by the 
Industrial Accident Board as covering examina- 
tions of injured employees when deceased and 
only in one instance has an insurer declined to 
pay the medical examiner selected by the Board 
to make an impartial autopsy. The matter was. 
promptly referred to the Attorney General’s 
office for action to determine whether the in- 
surer or the Board is right in its interpretation 
of this section. 

It seems probable that the section is broad 
enough to cover the performance of an autopsy. 
The section states that the Board may appoint 
‘fa duly qualified physician’’—such as the medi- 
eal examiner—‘‘to examine the injured em- 
ployee’’—and it would seem that the employee 
who is injured, although the injury proves fatal, 
still is ‘‘an injured employee’’. Therefore, it 
is concluded that a dead injured employee may 
be impartially examined as well as a live injured 
workman. 

Several of the states have an express provision 
covering the making of autopsies, namely, Ala- 
bama, Georgia, Indiana, Missouri, Nebraska, 
Tennessee, Virginia and Wisconsin. 


The provisions are similar, as for example, 
Alabama provides: ‘‘In all death claims where 
the cause of death is obscure or is disputed, any 
interested party may require an autopsy, the 
cost of which is to be borne by the party de- 
manding the same.’’ Georgia’s provision is 
briefer, but to the same effect: ‘‘The employer 
or the Commission may require an autopsy, at 
the expense of the party requesting.’’ Indiana’s._ 
provision is: ‘‘An autopsy may be had in any 
case of death at the expense of the party re- 
quiring it.’’ Missouri’s provision: ‘‘Postmor- 
tem examinations may be authorized in extraor- 
dinary cases.’’? Nebraska provides: ‘‘In case 
of death an autopsy may be demanded at the 
cost of the party making the request.’’ In 
Tennessee, the provision is: ‘‘In all death claims. 
where the cause of death is obscure or is dis- 
puted, any interested party may require an 
autopsy, the cost of which is to be borne by the 
party demanding the same.’’ Note that this. 
section is identical with that adopted in Ala- 
bama. Virginia provides: ‘‘An autopsy may 
be had in case of death at the expense of the 
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party requesting the same,’’—almost identical, 
word for word, with Indiana’s statute. Wiscon- 
sin’s provision is: ‘‘Testimony as to conditions 
determined from an autopsy may be rejected if 
it appears that the party offering such testimony 
failed to notify at least one party in adverse 
interest or the Industrial Commission of the 
autopsy at least 12 hours before it took place, or 
if the autopsy was performed by or at the direc- 
tion of a coroner for purposes other than those 
authorized by Chapter 200 of the Statutes, find- 
ings may be withheld until an autopsy is held 
in accordance with the directions of the commis- 
sion.’’ 

The latter provision, which attempts to safe- 
guard the rights of a ‘‘party in adverse inter- 
est’’, appears to be much better constructively 
than the phraseology used in the statutes of the 
other states. It seems that there should be 
express provisions giving the Industrial <Acci- 
dent Board the right to order an autopsy in any 
ease where liability is denied and the cause of 
death is obscure, perhaps with provision for the 
attendance of physicians representing both par- 
ties at interest, the dependents and the insurer, 
should they wish to be represented when the 
autopsy is performed. 

Under our law, Section 8, under procedure, 
the Industrial Accident Board has another im- 
portant power and it may cover the ordering of 
autopsies. Section 8: ‘‘Such member shall make 
such ihquiries and investigation as shall be 
deemed necessary.”’ 

It is apparent that the average Industrial 
Board dislikes to accept the responsibility of 
ordering an autopsy where there is objection on 
the part of the family and it may be drastic to 
even suggest that such power should be given. 
There are cases, however, where a man living 
and working in this country may have a wife 
or family abroad, or he may be living apart from 
his family and his friends and their localization 
would be difficult in time to get permission for 
an autopsy in a doubtful case. It might be 
well, as a first step, that the Industrial Accident 
Board be placed in the position of next friend 
and that autopsies in such eases as these could 
be ordered by the Industrial Accident Board. 

Another matter of prime importance under 


the Workmen’s Compensation Act is the com- 
pleteness and accuracy of death certificates. 
Medical examiners are always of great assist- 
ance to the Board when they see cases in their 
official capacity. Their usefulness would be 
enhanced if they would report promptly. The 
element of time is of consequence in making re- 
ports to the Industrial Accident Board. 

Autopsies have been extremely valuable in 
such cases as hemorrhage from oesophageal veins 
following lifting, anthrax cases, actinomycosis 
cases, acute nitrous poisoning as affecting the 
lungs, simulating acute pneumonia, and T. N. T. 
poisoning. 

Medical examiners should make real objective 
deseriptions of their findings with measurements. 
Even though there is an error in diagnosis, with 
the above, there is a method of making a finding. 
We do not want an opinion from a medical ex- 
aminer so much as we want a detailed descrip- 
tion with measurements and preparations for 
microseopic examination. 

The time has not yet arrived when it is pos- 
sible to have postmortem examinations in dis- 
puted cases. I have seen eases in which I be- 
lieve that refusal of the family to permit such 
examination has prevented the exact facts being 
brought out on which full justice might be done. 

It seems to me that the medical examiners of 
the Commonwealth, as a body, have done remark- 
ably fine work in their chosen field and that on 
the whole their reports have been most helpful 
to the Industrial Accident Board. With a better 
understanding of the provisions of the Work- 
men’s Compensation Act, the application of this 
law to medico-legal cases, a knowledge of the 
important cases decided by the Board and passed 
upon by the Supreme Judicial Court, I feel cer- 
tain that in the future the slight difficulties of 
the past will be overcome and that all reports 
by all medical examiners which have any bearing 
upon the rights of widows and orphans under 
the statute will be so clear that those rights will 
be made effective, and if no rights exist, correct 
decisions so deciding will be made by the Indus- 
trial Accident Board itself. 

I wish to thank Commissioner Sweetser of the De- 
partment of Labor and Industries and his able as- 
sistant, Mr. John P. Meade, for the statistics on 
occupational diseases. 


GROUP OF MEDICAL LEGAL CASES FROM THE 
ROUTINE OF THE GENERAL PATHOLOGIST* 


BY CHARLES F. 
ACCEPTED the invitation to speak before 
this society, not so much because I have any 

material of universal interest, but to bring to 

the attention of the medical examiners some of 
*Read before the Massachusetts Medico-Legal Society Octo- 
ber 1, 1939. 


+Branch—Associate Professor of Pathology, Boston University 
School of Medicine. For record and address of author see 
“This Week’s Issue’, page 38. 
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the pitfalls open to the routine pathologist in 
the pursuance of his daily task. 


The first case is a fair example of what we en- 
counter and presents many ugly possibilities for all 
concerned. To appreciate them fully, one must con- 
sider some of the more intimate details of the lives 
of the persons concerned. It concerns the young 
and attractive wife of a Boston physician. The im- 
mediate relatives of the physician felt that his home 
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life was not all that it should be and, acting on 
that premise, made things most disagreeable for his 
wife. The physician’s wife ceased flowing in June, 
last year, but otherwise presented none of the signs 
or symptoms of pregnancy. In August she flowed 
enough to soil two napkins and then ceased to flow 
again, with no further evidence of pregnancy. In 
November the physician died of an acute infectious 
disease. The physician’s family, feeling that his 
memory had not been properly revered, proceeded 
to make things most uncomfortable for his widow. 


In January she came into the hospital for an acute 


respiratory infection, which was diagnosed as in- 
fluenza. At the first of February, while still in the 
hospital, she spontaneously passed a specimen con- 
sisting of placenta and sac composed of fetal mem- 
branes. The placenta was represented by a flat 
plaque, scarcely larger than a silver dollar, 6.5 cms. 
in diameter and 3 mms. in thickness, having about 
the same consistency as a piece of wall-board. Its 
membranous surface showed variable thickening with 
old fibrous tissue and was smooth and glistening. 
On its uterine surface the cotyledons were poorly 
formed, contracted and markedly sclerosed. The 
cut surface showed an almost uniform plate of finely 
granular, calcareous material, immediately adjacent 
to the connective tissue thickening of the free sur- 
face. The accompanying sac was tissue thin, trans- 
parent, 6 cms. in diameter, and its surface slightly 
roughened by a fine, white, interwoven network, 
which in small areas was calcified. No villi were 
present. The sac contained approximately 50 cc. 
of a thin, clear, light green-yellow fluid, the specific 
gravity of which was 1.031. Free-floating within 
this sac and attached by no pedicle was a small, 
round, transparent sac, 6 mms. in diameter, free- 
floating, in which was a fetus, 5 mms. long. Upon 
examination of the placenta and the embryo micro- 
scopically we found that the cells composing the 
embryo were in an excellent state of preservation, 
somewhat edematous, but otherwise showing no evi- 
Section 
through the placenta showed the decidua intact, 
moderately injected and infiltrated to a slight ex- 
tent with the products of acute inflammation. The 
chorionic villi were presented by small, closely 
packed cords of dense connective tissue, in which 
there were extensive areas of calcification. These 
were apparently covered with a thick, fibrous mem- 
brane, to which they had occasional points of con- 
nection. 


The question, of course, arises as to the time 
of impregnation and age of the embryo. In our 
brief experience we had never encountered a 
similar ease. Upon consulting our available 
obstetricians, all seemed to be of the opinion 
that if impregnation had occurred the preceding 
June, with cessation of development a month 
or so afterward, the products of conception, 
acting as a foreign body, would have long since 
been expelled. Our medico-legal friends seemed 
to be of divergent opinions, some maintaining 
that the products of conception could have been 
retained over a long period, while others did 
not deem it possible. Turning to the literature, 
we found an old book by Gould and Pyle, 
“‘Anomalies and Curiosities of Medicine’’, com- 
piled in 1897, in which we found several similar 
cases recorded. Upon looking further through 
the literature, we found many cases of protracted 
gestation, a few of which seem to somewhat 
simulate the one in question. At the time of 


examination of this specimen, it would have been. 
very easy to have taken the path of least re- 
sistance and allowed that the inquisition of the 
widow’s in-laws had some foundation. After 
careful consideration of all of the findings and 
in face of the extensive literature, it would seem 
much more probable that the impregnation 
occurred in June, fetal death and partial sepa- 
ration of the placenta taking place very shortly 
after development commenced, at which time: 
there was the brief flow in August. Then, be- 
cause of insufficient contraction or some other 
physical factors of which we are not cogni- 
zant, general atrophy of the placental tissue 
occurred so that, although it had a slight vascu- 
larity and was not entirely, perhaps, a foreign 
body, nevertheless it was such to all intents and 
purposes. Why the final expulsion was retarded 
until the following February is a matter of con- 
jecture. It seems highly probable, however, that 
the respiratory infection had something to do 
with the final release and heures of the 
uterine contents. 


Case AB15 is of interest because it brings out the 
hospitalization of a potential accident insurance case. 
R. N., a white male carpenter, 48 years old, was work- 
ing on the exposed side of a new brick building 
during the unduly hot weather of early June. The 
heat of Wednesday, the fourth, was excessive and 
apparently caused him much inconvenience, as he 
had to retire to the cellar several times to cool off 
and get a drink. He did not eat his lunch. He told 
his wife the temperature reached 115 degrees, which 
seems doubtful. On his way home, that afternoon, 
he answered a fire alarm, being a call-man. While 
at the fire he felt ill and went to the home of a 
friend, where he collapsed. About 10 o’clock he 
felt sufficiently improved to drive his own car home. 
He complained to his wife of being sick and very 
hot and was extremely thirsty. His wife offered him 
supper, but he did not care for any. All that night 
he felt hot, feverish, and took a great deal of water. 
The next morning he was still feeling ill, and re- 
mained in bed. A doctor was cailed, found his tem- 
perature 103°, and noticing that the man had an ex- 
tensive sunburn over his face, chest and shoulders, 
kept the patient in bed and treated him for heat ex- 
haustion. Fluids were forced during the day. The 
patient was nauseated and vomited. That night the 
patient’s temperature was lower and he slept very 
well. Friday morning his temperature was 99° and 
he was feeling enough better to wish to go to work. 
The doctor advised him to remain in bed, which he 
did. His bowels had not moved, so he was given 
an enema. During the day he complained of head- 
ache and was given an icebag. He still refused food 
but drank a large amount of liquid. During the 
afternoon his temperature again went up. He passed 
a poor evening, and at night was very restless, 
breathing deeply and rapidly, having occasional irra- 
tional moments and picking at the bed clothes. He 
complained of being very thirsty and hot. Early the 
next morning he was seen by a consultant and re- 
moved to the hospital. Here laboratory examina- 
tions were all consistent with a severe case of dia- 
betic acidosis. The patient failed rapidly and died 
that evening, three days after his initial symp- 
toms. At autopsy the man was found to have a full- 
blown lobar pneumonia, in the stage of gray hepati- 
zation. The heart, which weighed 415 grams, was 
soft and flabby. There was a marked acetone odor 
over the entire body. 
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In the face of the diagnosis of the first phy- 
sician and immediate previous history, the 
widow, of course, felt that, under the industrial 
code, she was due compensation for her hus- 
band’s death. She said he had never eaten 
sweets of any kind, that his consumption of 
water, during the last year, had materially 
increased and that he got up to urinate two 
to four times a night, which, with the sclerosed 
islands of the pancreas, tells us he had had his 
diabetes for some time. From the history 
and clinical findings, however, we are rela- 
tively sure that the man had been working 
with a lobar pneumonia as well as diabetes. Just 
what part the heat exhaustion may have played 
in accentuating either of these fundamental 
causes of death is questionable. Clearly, how- 
ever, in face of the findings, the widow’s claim 
must be disallowed. 


Case U-4 is more confusing as well as more spec- 
tacular than the preceding cases. In May, I was ap- 
proached by a young lawyer and asked if I would 
autopsy the body of a man buried a year ago. The 
story given me, briefly, was that the man’s widow had 
been deprived by the insurance company of a much 
needed income because they did not consider the 
cause of her husband’s death accidental. Witk this 
knowledge at hand, I accepted the commission, for 
purely scientific reasons, wishing more than any: 
thing else to satisfy my curiosity to see what a 
body that had been buried a year looked like. The 
story in detail ran as follows: 

In-May, the year before, the victim, a husky Italian 
laborer was working on a farm in one of the suburbs 
of Boston. The morning in question he was to try 
out a new horse subject to purchase. He harnessed 
the horse into an express wagon that was stored 
under the barn. You may recall the fact that not 
infrequently such barn cellars are extremely low. 
The barn stringers stand out prominently and the 
back part of such cellars, many times, slopes sharp- 
ly upward to the sill. The express wagon was in 
such a cellar -with the thills pointing to the en- 
trance. The express wagon was of the usual type of 
construction, with a metal rail forming the foot-rest 
in front of the seat, on which the driver usually 
rests his heels. Having hitched the horse and 
mounted his seat, the driver spoke to the horse, 
who, instead of going ahead, backed up, sharply 
bumping the back of the driver’s head against a 
beam and as the rear wheel of the wagon progressed 
up the incline, bending the driver sharply forward 
at the waistline, against his knees, which were 
braced below by his heels on the foot-rail. An ice- 
man passing by, a few minutes later, noticed the 
man’s predicament, found him unconscious and re- 
leased him. Shortly thereafter the man came to 
and, feeling no severe effects of his accident other 
than a headache, continued with his work. That 
evening when he went home, knowing his wife to be 
easily disturbed, he told her nothing of the accident, 
cautioned her about touching the back of his neck, 
when she started to caress him, and said he had a 
stiff neck and his head ached severely. He appar- 
ently ate a good supper. The next day he went to 
work but was so inefficient that his employer noticed 
his condition, asked him if he were ill, and sent him 
home. Neither his employer nor the man’s wife 
knew anything of the accident at this time, nor, we 
might add, until after his death. The man went 
home and to bed, complaining to his wife of sharp 
headache and cramps in his stomach. He continued 
to eat heartily, but had so much abdominal pain that 


his wife called the local physician, who diagnosed 
his case as acute gastritis, although there had been 
no vomiting. The following noon, the man, still 
complaining of abdominal cramps, arose to eat his 
dinner. After eating a big meal, he felt the urge 
to defecate and left the table to go to the toilet, 
which was just off the dining room. A few min- 
utes later his wife heard him call and went to his 
assistance; just as he was rising from the seat he 
fell forward into her arms unconscious and she car- 
ried him into the dining room, laid him on the 
floor and called the doctor. When the doctor ar- 
rived, the man was dead. As noted above, the wife, 
at this time, knew nothing of the accident so that 
the local doctor pronounced the death due to gas- 
tritis and the funeral went forward with no further 
delay. Following the funeral, one of the laborers 
on the farm gave the wife the details of the accident. 
She, in turn, spoke to the employer about it and he 
turned the matter over to the insurance company. 
The insurance company, for reasons best known to 
themselves, did nothing further with the case. 

How the lawyer who approached me got wind of 
the matter, I do not know, but he was very intent 
upon securing a settlement for the widow, and ob- 
tained permission of exhumation and autopsy. In 
the presence of the local medical examiner the body 
was exhumed and removed to an undertaking par- 
lor and there autopsied. A more perfectly preserved 
specimen I have never seen. The body was that of 
an exceptionally well developed, white, adult male 
of Italian extraction. The autopsy showed all of the 
bodily organs to be in an excellent state of preserva- 
tion with the exception of the brain. The calvarium 
showed no evidence of injury or fracture, nor did 
the cervical spine. The outlines of the brain were 
well preserved, but upon handling the organ, it was 
about the consistency of cream cheese. However it 
was well enough preserved so that any evidence of 
hemorrhage or localized area of softening would 
have been immediately made apparent. The organ 
was entirely negative as far as we could determine. 
The stomach contained a recently ingested meal, 
as though it had been swallowed but yesterday. 
Tissues from the organs showed no microscopical 
pathology and were so well preserved that they 
could easily be used for a class in Histology. The 
one exception to this was the aorta, which showed 
a syphilitic aortitis and a moderate degree of arterio- 
sclerosis. 


Obviously the lawyer, who was unable to lo- 
cate the iceman who released the victim, had 
some trouble with the ease when it was presented 
to the Industrial Accident Board, and to the 
best of my knowledge the widow is still penni- 
less. From the academic standpoint, much in- 
terest is attached to the case. Did the accident 
have anything to do with the man’s death? Is 
there any possibility that there existed in the 
basilar artery a small area of thrombosis, caused 
by the blow on the back of the head, which, 
when the men went to stool, was loosened by 
inereased intracranial pressure and, passing 
along to a smaller, vet more vital branch of the 
cerebral vascular svstem, where it lodged, caused 
immediate death; yet, because of its acuteness, 
left no trace of its presence at autopsy, the con- 
tents of the vessels having been broken down and 
changed in aspect, of course, by the formalin? 
Or may not the sudden sharp bending of the 
individual upon himself have induced a gastric 
crisis in the face of the syphilitic aortitis, which 
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might have been responsible for his death? Did 
the man have a fatal coronary spasm? Did he 
have a partial dislocation of his atlas or axis 
with gradual increase of pressure on the under- 
lying medulla and cervical cord, causing death, 
which, in turn, released the spasm of the sur- 
rounding muscles, thus allowing the bones to 
resume their natural position? These are all 


matters of conjecture, where, no matter what 
the pathologists may or may not find in the 
ease, opinions will differ as to the course of 
events. 


The writer wishes to express his personal grati- 
tude to the medical examiners of Suffolk County for 
the great help and many favors received at their 
hands. 


LECTURES ON KEEPING MENTALLY FIT 


GIVEN UNDER THE AUSPICES OF THE MASSACHUSETTS 
DIVISION OF UNIVERSITY EXTENSION AND THE MAss- 
ACHUSETTS SoOcIETY FOR MENTAL HYGIENE 


Boston 


Eight lectures, in the Gardner Auditorium, State 
House, Boston, Monday Evenings, beginning Febru- 
ary 2, 1931. 

Course Leader: Dr. Henry B. Elkind, Medical Di- 
rector, Mass. Society for Mental Hygiene. 

February 2—Keeping Mentally Fit: A New Art and 
Need of the Times. Joseph Jastrow, Ph.D., For- 

- merly Professor of Psychology, University of 

Wisconsin. 

February 9—The Child Is Father to the Man. James 
S. Plant, M.D., Director, Essex County Juvenile 
Clinic, Newark, N. J. 

February 16—Fatigue, Worry, and “The Blues.” Karl 
M. Bowman, M.D., Assistant Professor of Psy- 
chiatry, Harvard Medical School. 

March 2—Do We Americans Really Live? James J. 
Walsh, M.D., Medical Director, Fordham Univ. 
School of Sociology, and Professor of Physiologi- 
cal Psychology, Cathedral College, New York 
City. 

March 9—The Job and Mental Health. Elton Mayo, 


Harvard Graduate School of Business Adminis- 
tration. 

March 16—Emotion and Intellect in Adult Life. Wil- 
liam B. Terhune, M.D., Austen Riggs Foundation, 
Stockbridge. 

March 23—Normal and Abnormal Fear. Abraham 
Myerson, M.D., Professor of Neurology, Tufts 
College Medical School. | 

March 30—‘Nerves”; Their Meaning in Our Lives. 
E. Van Norman Emery, M.D., Medical Director, 
Connecticut Society for Mental Hygiene. 


PLANS TO COMBAT PELLAGRA 


It has been estimated that in the United States 
200,000 persons suffered from pellagra, a disease 
brought on by malnutrition, in 1929, and nutrition- 
ists believe that incident to the drought there will 
also be many pellagra cases in 1931 unless educa- 
tional and relief measures are made effective 
promptly, according to a statement just issued by 
the Department of Agriculture on behalf of the Na- 
tional Drought Relief Committee. 

To cope with the situation a subcommittee of 
the National Drought Relief Committee is planning 
to supply facts needed by the affected section.— 
U. 8. Daily, December 11, 1930. 
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MEDICAL TESTIMONY* 


BY ALVIN A. LUCIER, ESQ.t 


WANT to start what is going to be a brief 

talk by apologizing. Until a very few min- 
utes ago I did not know it was the custom for a 
speaker to prepare a written paper and send a 
copy of it to the two gentlemen who were going 
to discuss it. Had I known that, I certainly 
would have forwarded a copy to Mr. Rogers of 
Concord and Dr. Flanders of Dover. I did not 
do that, and I want to apologize publicly to those 
men for not complying with the rule. 

There can be no intelligent discussion of tes- 
timony, whether it is medical or otherwise, unless 
we just touch very briefly upon the law. After 
all, in the final analysis, law is simply a group of 
rules and regulations drawn up to which human 
conduct should conform; in other words, human 
behavior—what each man should or should not 
do in his relation to his fellow-man really con- 
stitutes the common law. We need not discuss 
statute laws, those that are ground out by the 
millions, by the various legislatures,—hundreds 
and thousands of laws are passed every year— 
they are the ‘‘Thou shalt nots’’ and the ‘‘Thou 
shall’? laws; but we are more concerned with 


the principles which are involved in the great 
body of the common law which is constantly 
evolving, being changed, growing and contract- 
ing. 

For example, we have set up a yardstick to 


measure conduct. Each man in his relation to 
the other fellow must act according to the legal 
yardstick. You need not be the most cautious 
individual, neither can you be the most careless. 
The law takes the average individual and sets 
him up as a standard. The standard is deter- 
mined by the 12 good men we heard about this 
morning, and the way a man behaves in a cer- 
tain set of circumstances is compared with what 
the average prudent fellow would have done 
under those circumstances in the minds of the 
12 men sitting on that case. 

Of course, a suit at law is more or less a com- 
petition in persuasion. When you come right 
down to it, we have to administer law through 
the minds, emotions, consciences, and prejudices 
of human beings, and it is no wonder there are 
errors committed, because we are all subject 
to the frailties of human nature. In other words, 
law has to be administered through someone else, 
a human being, and for that reason you must 
furnish information to that human being, and 


*Read at the Annual Meeting of the New Hampshire Medical 
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the great bulk of information which is given to 
him is given in the form of oral evidence. Of 
course, there are x-ray plates, there are photo- 
graphs that may have been taken, there are dia- 
grams and things like that, but the great bulk 
of it is given in the form of oral evidence which 
we call testimony. It would be very nice indeed 
if we could reach into a laboratory and draw 
out an expert who could come in and give his 
opinion directly upon any technical point. It 
would be very nice if we could do it, but we can- 
not. 

Where medicine and law separate in their op- 
eration, is right here; when a doctor is called in 
to see a patient first of all he must get the facts. 
He gets that by hearing the history from the 
patient’s lips. He may listen to his heart, look 
down his throat, feel his pulse, and do all the 
other things you usually do, and finally when he 
has all the facts together so that he knows what 
they are, then he makes his diagnosis and pre- 
scribes treatment. You have codperation in that. 
You have no one standing at the bedside watch- 
ing and saying, ‘‘ Well, now, I don’t think you 
should listen to his heart. I don’t think you 
have a right to listen through your stethoscope. 
I do not think this patient is telling the truth 
when he says he has a pain in the pit of his 
stomach or somewhere else.’’ You have codp- 
eration. You have everyone helping you to de- 
termine what the matter is with your patient. 


Now see what we have in court. We have first 
to determine facts and then we can apply the 
aw. The law is quite definite, facts being deter- 
mined. Of course, as you have new conditions 
to meet, the law has to be changed to accommo- 
date itself to new situations; but we have first to 
determine the facts, and all through the process 
of determining the facts we have opposition, 
somebody watching all the time trying to make 
the jury believe that what you say is probably 
erroneous. And so we have to eall in witnesses 
who saw or heard something about the particu- 
lar case in which we are interested, and the other 
fellow always calls in other witnesses to prove 
it is not true. 

To the men here who have appeared as wit- 
nesses in court I need not say a great deal. We 
have come to the machine age; it is the machine 
age through which we are passing with the thou- 
sands and hundreds of thousands of industrial 
accidents ; through the advent of the automobile, 
the motoreycle, and all the other instrumentali. 
ties that cause accidents, with workmen’s com- 
pensation acts and so on, every practitioner, be 
he just the little country family physician or the 
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big fellow in the city, is a potential witness in 
court. 

I do not like the term ‘‘expert’’. I think the 
minute a doctor takes the witness stand and is 
qualified as ‘‘expert’’ he may be made to appear 
superior to all in the courtroom, and the im- 
pression produced on the average juror 1s, 
““Well, here is a fellow who thinks he is quite 
superior to us, and we are going to pay little 
attention to that sort of man.’’ Remember that 
you are not the plaintiff’s witness, you are not 
the defendant’s witness, because one side or the 
other calls you. You are witnesses called in to 
aid the court in determining the rights of the 
parties under this legal yardstick that I have 
spoken about. 

The jury is made up in all instances of ordi- 
nary laymen drawn from the body of the Com- 
monwealth. They are not specialists in any line 
except that each has a trade or profession per- 
haps, and whereas in days gone by, procedure re- 
quired jurors who knew all the facts beforehand, 
now you cannot be a juror if you know anything 
about the case, so that you are faced by 12 men 
who know absolutely nothing about the propo- 
sition which is on trial. 

In workmen’s compensation cases it is almost 
entirely a question for doctors to decide. The 
law is very clear on the proposition of liability. 
If a man is injured while he is doing his work, if 
he was not drunk or playing, or wantonly care- 
less, then he is entitled to recover. That ques- 
tion is settled once and for all, and it then be- 
comes a question of how much that man should 
have. We are fortunate in New Hampshire, I 
think, in the fundamentals of the act which we 
have. Some of the states establish a definite 
scale for an injury—so much for a finger, so 
much for a wrist, so much for a leg, so much for 
any loss. 

Here is what we do in New Hampshire. A 
man is injured and decides to take compensation. 
He goes in before a judge of the Superior Court 
and in effect he says this: 

‘Judge, I have been hurt, and I have loafed 
so long, and I don’t know when I will be able 
to go back to work again, and when I do go back 
I don’t know that I will be able to earn as much 
money as I did before the accident, due to my 
injury.’ 

The Superior Court judge has the right in this 
State to determine the amount of compensation 
to which that man is entitled at the time the 
man comes into court and what he probably will 
be entitled to for the balance of six years, and 
that is where the doctor must come to the assist- 
ance of the court in determining that question. 
For the time that he is totally laid up he is 
entitled to one-half of his pay up to $15 per 
week. That is simple enough. After that it 
may be that the judge will find as a result of 
the accident that this man will have a lessened 
earning capacity and that lessened earning 


capacity will be the difference between what he 
could earn before the accident and what he 
probably can earn afterwards, all as a result of 
the accident. So, if the man has a lessened earn- 
ing capacity of $10, then he is entitled to one 
half thereof, or $5 per week during the time he 
has that lessened earning capacity, but not 
longer than 300 weeks. That is where doctors 
have to come into court and testify to the judge. 
Those cases are reasonably simple. 

However, in jury eases doctors are ealied 
in by both sides—and, unfortunately, it is 
too often truthfully said that you can get one 
set of experts to come in and testify that a man 
will probably never get over the injuries from 
which he is suffering and you can get another set 
of experts who will testify with equal positive- 
ness that not only will he speedily recover but 
he will be stronger than he ever was before. We 
recognize that, and it is undoubtedly true. But 
you will recall that the statue of Justice is blind- 
folded, and the reason the statue is blindfolded, 
they say, is because if you take the blindfold off 
you might find her to have a strabismus. 

There are many things which must be consid- 
ered by doctors when they go in to take the wit- 
ness stand. First of all, remember that while 
you are on the stand you are an object of intense 
interest. Everybody in the courtroom is watch- 
ing you. You are the man that is giving evi- 
dence, and you are not there to give evidence for 
or against the man you are representing. It be- 
hooves every witness, not necessarily the special- 
ist or the expert, to be himself on the witness 
stand, to be unprejudiced, to be tactful, to re- 
tain his own individual personality, and not to 
banter words with the lawyer. That is what 
the lawyer is trying to do. If he can only get 
you to make some statement you ought not to 
make, or if he can only lead you to give an opin- 
ion outside of your regular line so that on fur- 
ther examination you will find yourself running 
against obstacles, the jury who are watching 
you carefully will get the impression that per- 
haps you do not know so much about the sub- 
ject as you wish to convey and as a result will 
have less confidence in your opinion. 

You must remember all those things. Do not 
be too technical, that is, do not talk in language 
so much above your jury that they do not know 
what you are talking about. But it is far worse 
to underestimate the intelligence of your jury. 
I have seen that take place, and the jury in 
their composite intelligence will give less atten- 
tion than they will to the doctor who talks way 
above them. Do not explain that circles are 
round and a box is square, and do not explain 
the obvious and define the commonplace. Those 
are things you must remember when you are 
standing up before the 12 men who are going to 
decide the rights of the parties. 

Now remember also that a witness always has 
a right to answer the question fully. So many 
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times you see an attorney who, when the answer 
he is getting is a little different from what he 
expected will start another question or do some- 
thing to interrupt. You have a right to finish 
every answer that you make, and if they insist 
upon a yes and a no answer, true, you must an- 
swer yes or no, but you always have the right 
to explain why you said yes or no, and if there 
is any bit of unfairness in the examining attor- 
ney do not hesitate to turn around and ask the 
judge of the court to hear you. I have seen doc- 
tors in recent trials feel that because their an- 
swers were objected to that they were being 
treated unfairly,: when all they had to do was 
to turn around and say, ‘‘Your Honor, may I 
answer this,’’ or ‘‘I would like to finish my an- 
swer.’’ All the impressions made on the jury 
are weighed when they get back to the jury 
room. True, we have very strict rules of evi- 
dence, but, I, think it can be said that they are 
framed to give everyone a full opportunity of 
telling his story. 

Your particular mission when you take the 
witness stand is eventually to persuade the jury 
that you are right, and first you have to convince 
them. That is, your first task is to convince them, 
by being perfectly clear, by being unprejudiced, 
by being modest in the way you go about it, 
and after you have convinced the jury that you 
are probably right then persuasion very quickly 
follows, and when the jurors get back into their 
jury room they are going to weigh the testimony 
of all the witnesses, and as to you they will say, 
‘*We think he was fair about this thing, and we 
think he was right.’’ 

Know the subject about which you are going 
to testify. That was very well exemplified by 
the late Dr. A. W. Shea of Nashua. Dr. Shea 
was testifying in a trial, with the details of 
which I shall not bore you, except to say that on 
direct examination he was asked to make a very 
positive statement, which he made, that so and 
so was in his opinion a certain thing. The 
opposing attorney when he cross-examined him 
first said, ‘‘Doctor, how did you get around to 
reaching that opinion? Is that from your ex- 
perience, or reading, or what was it?’’ 

Dr. Shea said, ‘‘From both.’’ 

“*Well,’’ he said, ‘‘would you say that Osler 
was an authority on that subject ?’’ 

Dr. Shea replied, ‘‘ None better.’’ 

**Well,’’ he said, ‘‘what is this, Doctor ?’’— 
and he handed Dr. Shea a book. 

Dr. Shea answered, ‘‘ Why, ihat is an edition 
of Osler.”’ 

‘*Well, Doctor,’’ he says, ‘‘will you please 
read the first paragraph on page 368?’’—and 
then turned around and sat down and waited to 
see what the effect on the Doctor was, and the 
Doctor took the book and read from it some- 
thing entirely opposite to what he had just 
testified. Well, our hearts fell quite low. We 
looked at Dr. Shea, and our future looked 


doubtful. However, the Doctor finished his 
reading and handed back the book. 

‘‘Now,’’ said the attorney, ‘‘what have you 
got to say about your opinion ?”’ 

The Doctor smiled his little characteristic 
smile, and he simply replied, ‘‘Mister So-and- 
So, I think you have not the latest edition of 
Osler,’’? and he reached down in his bag and 
took out a book and said, ‘‘If you will allow me 
to read from the latest edition the first para- 
graph on page 438 I will tell you what I mean.”’ 
And Dr. Shea proceeded to corroborate his 
position. 

The attorney received back his book, placed 
it on the table and sat down in some disgust. 

Be sineere. Be human about it. Within a very 
few days we tried a case where doctors testified, 
and I will tell you the manner in which one 
answered questions to show you just the way an 
answer makes an impression upon the jury. The 
ease involved a fracture of the fifth cervical 
vertebra — broken neck I ealled it, because it 
sounded worse, and the cross-examining attorney 
in examining one of my doctors went up quite 
close to him and said, ‘‘Now, Doctor, you don’t 
think that a little crack in that fifth vertebra 
is a very serious thing, do you?’’ The ob- 
vious answer, the doctor having been ealled 
for the plaintiff, would have been, ‘‘ Yes, it is se- 
rious.’’ That is what you would naturally expect 
him to say but here is what he said: ‘ If it was 
my neck I should eall it serious.’’ That made a 
very distinct impression on the jury; and a few 
minutes later the attorney, who evidently had 
not learned he was treading on dangerous 
eround, said, referring to the plaintiff, a girl 
who had her neck eneased in a Thomas collar, 
‘‘There is no necessity for her to wear that so 
long, is there, Doctor?’’ His reply was, ‘‘If she 
were my daughter she would still be wearing 

Those little things in the testimony of doctors 
make big impressions and make his testimony 
of utmost value in litigation. 


The time is getting very late, and I am due 
in court at Nashua in one hour, and as there 
are other speakers to follow me I will close 
simply by saying that I consider it a very deep 
honor to have been invited to address the doc- 
tors, and I have done it with great pleasure, 
and I want to close these remarks by saying 
that whenever and wherever any of you may be 
called upon to testify in court see that your testi- 
mony is truthful, fair, unprejudiced and un- 
biased, to the end that when all is said and 
done you will be satisfied that so far as your part 
of the case is concerned justice has been done. 


DIscuUssIONn 


N. Rogers, Esqg., Concord: I sup- 
pose many of you are on daylight saving time, 
and as it is nearly 2 o’clock, you may be getting 
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a little hungry, so I will try to hurry along 
with what I have to say. 

It has been my privilege for the last 14 years 
to be a member of the Bar of the State of New 
Hampshire, and during that time I have had 
the opportunity to try jury cases in every 
county in New Hampshire and have been fortu- 
nate enough to come in contact with many mem- 
bers of the medical profession whom I have 
found to be courteous, fairminded and reason- 
able in their attitude in court, with every desire 
to assist the jurors in arriving at a just, fair, 
and right decision in the ease in which they 
were testifying. It comes back to me with a 
special feeling of satisfaction today in view of 
what has already been said by one or two of the 
speakers who have preceded me in connection 
with the judgment of the 12 men who are to 
pass upon various issues submitted to them, 
and as I look back on the various types of cases 
with which I have been connected in trials in 
the various counties of this State, I feel all the 
more satisfaction in the realization that only 
two vears ago this spring I had an opportunity 
to argue before a jury and to assist in a trial 
in defense of an honored member of your Society 
who has spoken to you todav—Dr. Metealf. 
After a trial which took a week in an action 
brought against him for alleged malpractice, 
which is a part of the public records of our 
court today, that jury, properly doing their 
duty as they were bound to do it under 
the law and the evidence, went out and 
after properly and fairly considering the evi- 
dence returned a verdict for the defendant, Dr. 
Metealf, so that he stands on the records of our 
courts today without dishonor, without stain, 
and without any spot against his reputation as 
a just, fair-minded, reasonable and efficient prac- 
titioner of medicine. 

So I say that I am particularly glad to 
recall that particular case, which took place 
only two years ago, in which Dr. Metcalf was 
put on trial in a suit brought against him 
which never should have been brought into 
court and which the jury handled properly by 
returning a just verdict in his favor. 

Thinking of Dr. Metcalf’s case reminds me of 
a case which is set out in the ease books in which 
former President McKinley defended a doctor 
who was charged with malpractice, an improper 
reduction of the fracture of the leg of a young 
man out in the State of Ohio, and the plaintiff 
was represented by one of the most brilliant 
attorneys of the State. In the course of a 
rather long trial, the plaintiff was asked to 
exhibit to the jury this leg which it was claimed 
had been improperly set by the doctor who was 
being defended by former President McKinley. 
It was the claim of the plaintiff that he had 
been made bow-legged by the improper re- 
duction of the fracture. During the course of 
his cross-examination Mr. McKinley said, ‘‘ Well, 


by the way, had you just as soon let the jury 
see the other leg so as to compare the two?’’ The 
plaintiff’s attorney jumped up indignantly and 
objected, saying, ‘‘No, the condition of his other 
leg is not in issue. The only claim we make 
is with respect to the right leg, and the minds 
of the jury should not be confused by bringing 
anything else into the case.’’ Mr. Me- 
Kinley insisted, and the plaintiff was directed 
by the court to expose his left leg, which ap- 
peared to be twice as much bowed as the right 
leg, and in arguing to the jury, Mr. McKinley 
said, ‘‘ Well, it is quite apparent, Mr. Foreman 
and gentlemen, that in submitting to the treat- 
ment of my client this young man has obtained 
a better right leg than Providence gave him, and 
I am going to suggest that if he will return and 
“ my client again perhaps he will fix up his left 
eg. 

There are some things to be borne in mind 
by members of the medical profession when 
testifying in court on medical testimony. The 
first is that in all cases they should bear in 
mind that they are there to assist in enabling 
the jury to bring in a verdict which will repre- 
sent justice between the parties involved in 
that particular litigation. I say the two things 
that I think you gentlemen as members of a 
noble profession ought to bear in mind when 
testifying in court are these: 


First, be fair to both sides, to assist the jury 
in arriving at a true verdict; 

Second, to testify so far as you are able in 
the particular case before the jury using such 
simple, plain language as you are able to use in 
that particular case. 

I ask the members of your profession when 
you come into court to testify in law-suits to 
paint the picture to the jury as it really exists 
without apparent feeling because you are em- 
ployed by one side and without prejudice against 
the other side. When you fail to do this it fre- 
quently happens that the testimony which you 
give which might be otherwise carefully con- 
sidered by the jury and be of some assistance 
to them in reaching a true verdict is disregarded 
because they say, ‘‘ Well, this fellow is so tied 
up with one side; he is so prejudiced that we 
won’t believe anything he says.’’ 

So bear that in mind. Be fair and try to 
give proper attention to each side of the case 
and to paint before the jury, which after all 
is the last judge in the ease, a picture which 
they will find you are making, or attempting 
to make, reasonably and fairly in accordance 
with the truth. 

And another thing which I think is perhaps 
of as much if not more importance is to ask you 
gentlemen to remember in connection with medi- 
cal testimony that all of you have had the ad- 
vantage of at least a high school education, 
many of you a college education, and in addition 
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to that your course in the medical school, and 
you have many years of practice after you get 
out of the medical school. The average juror 
has in most eases nothing more than a high 
school education, and many not even that. They 
know nothing about college, and they know 
nothing about medical school, and when you 
gentlemen take the witness stand without having 
that fact in mind and talk about such things 
as sacro-iliacs, osteomyelitis, and all that sort 
of thing, they do not know whether the patient 
is suffering from a headache or toothache. And 
in connection with that I have had it brought 
to my attention so forcibly that at every op- 
portunity when I confer with a medical witness 
in the trial of a case I caution him to use 
language such as the man on the jury will be 
able to understand because it is the Jury who are 
to decide the case. What I mean is this: 

Take a case which was tried in this county 
not very long ago. The medical testimony was 
all right and perfectly proper but did not mean 
much to the jury. A certain physician of good 
standing was asked what he found to be the 
trouble in this particular case. ‘‘ Well,’’ he said, 
“*T examined the patient’s face, and I discovered 
considerable ecchymosis there.’’ To the average 
juror ‘‘ecchymosis’’ does not mean much, and he 
might just as well have gone on to say, ‘‘ Eechy- 
mosis is an extravasation of blood into areolar 
tissue.’” The jury would have known then just 
as much about it and no more. Or he might have 
gone on to say that this was caused by a contu- 
sion with more or less disorganization of sub- 
cutaneous tissue. 

Well, now, gentlemen, jurors with no medical 
knowledge cannot decide cases on that sort 
of testimony, but every one of them knows what 
a black and blue spot is, which of course is the 
short definition of what I have been describing 
to you. Now when you go into court, notwith- 
standing the fact that you must use a certain 
amount of academic language, still you can 
in the same breath interpret it into language 
that the average juror can understand so that 
he will appreciate what you are talking about. 

I tried a case not long ago which involved 
considerable technical terminology, and one phy- 
sician who was testifying expressed the opinion 
that there was no injury to the lachrymal ap- 
paratus of either eye. That does not mean 
anything to a jury. 

I have another illustration taken from the 
records of the court, from somebody intending 
to paint the picture fairly to the jury but with- 
out realizing for the moment the type of men 
he was addressing. This was an answer by a doc- 
tor of good standing and excellent reputation 
who said, ‘‘There was something about his visual 
capacity that showed he had traumatic neurosis 
with hysterical amblyopia.’’ Well, now, a Mer- 
rimac County juror if he had time enough 
might have found out what it meant, but it 


did not mean much to me when I heard it, until 
I looked it up and I find it means imaginative 
loss of vision. That description would have 
meant something to a jury. 

I am not calling your attention to these 
things because I want to utter any criticism 
whatever of the medical profession but I was 
asked to say a few words about medical testi- 
mony, and the one thing that stands out as the 
most important—and we would appear just as 
foolish if we were called into an operating room 
and asked to take charge—is to bear in mind 
that vou are there to give the jury the benefit 
of your experience and skill, and you are there 
to paint the picture fairly regardless of whom it 
may hurt. Secondly, give your testimony, not 
disregarding technical terms which are second 
nature to you, probably, but remember that you 
are talking to men who have not had the bene- 
fit of the education and the opportunities which 
have come to you, and when you use technical 
terms make an explanation of them in such 
simple, every-day language that the ordinary 
juror who is there to decide the case between 
the parties may understand what you are talk- 
ing about, and then you will be recognized 
as witnesses whose testimony is of sufficient 
benefit so that a juror is entitled to rely upon 
it in arriving at a just decision of the ease. I 
thank you. 


Dr. Louis W. FLANDERS, Dover: I read a 
little yarn the other day about the doctor upon 
the witness stand, and in replying to a question 
he said, ‘‘ Why, that is common sense,’’ and im- 
mediately the lawyer on the opposite side arose 
and said, ‘‘Your Honor, I object. This is not a 
question of common sense: it is a question of 
law.’’ When I am ealled to the witness stand 
I usually commend myself to God and resolve 
to tell the truth if the lawyers will let me, and 
I think if Pontius Pilate were present in a 
court of law today, he would be more inclined 
than ever to exclaim, ‘‘ What is truth?’’ Medi- 
cine is so far from being an exact science, that 
it is possible for two men to vary somewhat in 
their testimony and yet both be truthful. There 
is a question I would like to ask our lawyer 
friends and that is this: Why can’t we be 
allowed to tell the truth when we want to? I 
have been cross-examined and tangled up to 
such a degree that I have been made to tell such 
a tissue of lies that I was ashamed of myself. It 
requires constant mental effort on the part of 
the witness to avoid being forced to admit some- 
thing which is not so and something which he 
did not at all intend to say. We cannot answer 
every question with yes or no, but the lawyers 
insist that we shall do so. Do not forget that 
little conjunction ‘‘but’’. Answer the question 
with yes or no, but remember always that you 
can qualify with that word ‘‘but’’. 

And here is a thing I want to ask the lawyers, 


24 


NEW HAMPSHIRE MEDICAL SOCIETY—LUCIER N. E. J. of M. 


January 1, 1931 


and that is why the exception is greater than 
the rule? For instance, I was asked on the 
witness stand awhile ago if a 4 plus Wassermann 
reaction is a positive test for syphilis, and of 
course I was obliged to acknowledge that it is 
not: that there are other things which give 
the Wassermann and immediately that little 
exception became the paramount ‘thing before 
that court. The lawyers tried to get into the 
minds of the jury that this one case in ten mil- 
lions was the rule rather than the exception, 
whereas we doctors know that if we get a 4 
plus Wassermann we don’t bother with excep- 
tions: we go ahead and treat that man for 
syphilis. 

Do not hesitate to say you do not know. I am 
not sure whether that is good advice, but I 
think it is, because there is nothing more cal- 
culated to bring discredit upon the medical pro- 
fession than a doctor floundering around upon 
the witness stand, trying to explain something 
which everybody in the court room can see 
perfectly well that he does not understand at all. 
It is much better for him to say, ‘‘I do not 
know.’’ 

Of course, that will sometimes bring discredit 
upon you. I said it once and the lawyer came 
at me with, ‘‘What—you testify here as an 
expert and you do not know?”’’ I said, ‘‘No, 
sir, I don’t know. That is a question in anatomy 
that I have not looked up for 30 years, and 
furthermore, it has no bearing whatever upon 
this case.’’ Well, that did not make any dif- 
ference—he wanted to discredit me before that 
jury, and he kept asking me what I did know 


and what I didn’t know, until I did a fool thing | was 


—something I very seldom do, because in court 
we should talk as little as possible. I talked 


back and said to him, ‘‘Sir, can you give me at: 


this moment all the legal rights and privileges 
of a feme sole without going back to your office 
to look them up?’’ No man ever got an offhand 
opinion out of a lawyer, and the jury got 
the point, but the judge called us both down 
and advised us to get back to the case in hand. 

Do not espouse the case. Do not hesitate to 
admit anything that may be prejudicial to your 
side. That has been brought out here today. 
We should try to give the jury so far as we 
ean, a full understanding of the matter. We 
are not there to win or lose—that we do not 
eare about, and I am always pleased when I 
am called sometimes for a lawyer, sometimes 
against him, because, unfortunately, we often 
hear it said, ‘‘Dr. Jones or Dr. Smith is So-and- 
So’s witness, or this man’s or another man’s 
witness. ”’ 


Keep good records. Do not forget that. Keep 
full records. They are an awful bother—we all 
know that. We all get behind with the hospital 
records, but those records are of the utmost im- 
portance, and do not forget follow-up instruc- 
tions in dismissing a case. In case of a fracture, 
it is a good thing to have an x-ray of it the last 
thing before it leaves you to show that it was 
in good condition at that time. I do not think 
an x-ray is very valuable in court, because there 
is liable to be some carpenter and joiner on 
the jury, and when he sees that picture he 
thinks it is a bum job, no matter how good it 
may be, and he is liable to make his decision 
from the standpoint of perfect approximation. 

I regret very much to say that the relation 
of the doctor and patient has changed in the 
last few years. It is no longer what it used to be. 
We used to be confidential friends. So many 
doctors that I have known have been close to 
their patients. They made their wills for them, 
and I do not know but that in extremity they 
may have baptized the children. Today that is 
all changed. We must be constantly on the 
watch lest we be sued for malpractice. We 
must be constantly following our technique lest 
we leave a loophole behind us. I think this 
changed relation is unfortunate. 

Do not hesitate to put your patients to all 
the expense necessary in order to have a com- 
plete record. I think Dr. Cotton brought that 
out. A man gave me an awful going over the 
other day because I made him have an x-ray. 
It was a question of whether or not there was 
a foreign body in the eyeball. He said that it 
‘pretty business’’ to put him to all that 
expense. I replied, ‘‘Look here, you demand 
that we shall employ the latest diagnostic aids, 
and if we do not employ them and anything 
happens, you are quick to sue us for malpractice. 
Now, you are going to pay for them.’’ 


— 


MISCELLANY 


DEATHS 


Dr. Walter Dency Minigan of Manchester died at 
a local hospital December 20 after a long illness. . 

Dr. John C. Lawlor died in December of pneumonia 
at his home in Dover. 


RETIRED 


Dr. Charles E. Congdon, formerly of Nashua, has 
retired from practice and moved to Nantucket, Mass. 
He has resigned from the State Medical Society. 
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SURGICAL DISEASES OF THE PANCREAS* 


BY JOHN P. BOWLER, M.D.,f AND JOHN F. GILE, M.D.t 


E are reporting a group of twenty-two 

eases of surgical diseases of the pancreas 
oceurring in the Mary Hitchcock Memorial Hos- 
pital during the past six years, not because of 
any suspected improvement in diagnosis, sur- 
gical mortality, or end results, but because we 
feel that the experience of the average general 
surgeon with conditions of the relatively rare 
incidence of these is so limited that advances 
will be made only by the collective data of all 
of us. So we review these cases as our small 
contribution. 

Affections of the pancreas for years have been 
and still may be described as constituting the 
most incomplete chapter of abdominal surgery. 
Responsible for this fact are the deep anatomical 
relations and inaccessibility of the organ, the 
comparative rarity of some forms of its surgical 
pathology, and the difficulty of diagnosis. 

Following the original classification as offered 
by Fitz, we have listed our cases as follows: 


(1) Acute hemorrhagic pancreatitis 5 
(2) Chronic pancreatitis H) 
(3) Abscess of pancreas 2 
(4) Cyst of pancreas ; 


Carcinoma of pancreas 


From this discussion we are omitting three of 
these cases because of insufficient data to justify 
a positive diagnosis, the period of hospitaliza- 
tion being short, and follow-up data not being 
available. We have then a total of nineteen 
eases as the basis for this paper. Of these, 
twelve were operated, with seven deaths, on two 
of which postmortem examinations were made. 
Of the entire group, there were eight hospital 
deaths, with four autopsies. Five of the eight 
fatal cases had been operated. 


The age and sex incidence ran as follows: In 
the acute hemorrhagic group there were three 
females and two males, the ages being 24, 50, 60, 
70 and 73 years. The cyst occurred in a fe- 
male, age 30. In the chronic pancreatitis group, 
of which we are omitting three cases, both were 
women, of ages 19 and 57. In the cancer group 
four were males, five were females, the ages be- 
ing 22, 37, 52, 53, 61, 67, 69, 75 and 77. Pan- 
creatic abscess occurred in a male, age 40, and 
in a female, age 23. 


ACUTE HEMORRHAGIC PANCREATITIS 


We will discuss first the eases of acute hemor- 
rhagie pancreatitis. Three died, and all were 
autopsied. Of the other two, one is living and 

*Read at the Annual Meeting of the Vermont State Medical 
Society, October 2, 1930, by John F. Gile, M.D. 
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well three years following operation; the other 
has not been followed up; she had been oper- 
ated elsewhere and had recovered from opera- 
tion, but was having considerable epigastric dis- 
tress, which quieted down after a few days in 
the hospital. Two of these cases, the one end- 
ing in recovery and one of those ending in death 
followed by postmortem examination, were re- 
ported two years ago by Drs. Bowler and 
Des Brisay. The second of these two cases, end- 
ing in death and autopsy, was a chronic diabetic 
and was the first case to receive insulin at the 
Mary Hitcheock Hospital, and had been followed 
rather closely through the years previous to his 
last entry, which was soon followed by his acute 
rupture and death. Another case came into the 
hospital complaining of abdominal pain of seven 
weeks’ duration. Two days after entrance she 
was seized with knife-like pain in the epigastric 
region, followed by shock and death twenty-four 
hours later. Autopsy showed fat necrosis in 
the peritoneal cavity, hemorrhage and rupture 
of the pancreas. The fifth and last case in this 
group was a woman, 73 years old, who came to 
the hospital with a history of forty-eight hours’ 
duration of abdominal pain, vomiting and diar- 
rhoea. Her general condition was poor. It was 
felt that she had probably a ruptured appendix 
or a perforated ulcer. Operation was done im- 
mediately. Blood was found on entering the 
abdominal cavity. The pancreas was easily lo- 
cated as the cause of the trouble, due to a rent 
in the gastrohepatic omentum through which 
bloody fluid was escaping. The pancreas was 
very red and fat necrosis was present through- 
out the omentum. <A pack was placed down to 
the pancreas. The patient died immediately 
after being taken to the ward. Autopsy showed 
a pancreas about twice normal size. 

In this group we have a mortality of 60%. 
The three who died were the oldest of the group, 
namely 60, 70, and 73, and all were poor sub- 
jects, aside from the immediate calamity of the 
ruptured bleeding pancreas. 

This type of pancreatic disease is by far the 
most terrifying, but the most interesting, and 
has stimulated extensive work relative to its 
etiology. The diagnosis is as difficult as the or- 
gan is anatomically deep-seated and intricately 
related to its surrounding structures. In all of 
these cases we have seen extremely sudden on- 
set accompanied by intense epigastric pain and 
spasm and by a varying degree of shock and 


vomiting. The general attitude has been that 
the diagnosis of acute pancreatitis is an aca- 
demie one, rather a matter of lucky finesse, and 
that from any practical standpoint a sufficient 
‘‘acute surgical abdomen’’. 


diagnosis is To 
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this rather prevalent attitude, Moynihan takes 
decided exception, explaining the failure of diag- 
nosis by the relative rarity of the condition and 
the failure of too many surgeons to keep the 
condition in mind. Deaver explains it on the 
same basis, that we leave it out of our mental 
index of differential diagnoses. | Moynihan 
states very dogmatically that a man having seen 
one case will not overlook another; and that this 
condition presents a definite diagnostic picture 
in which the two main factors, its tremendous 
pain, and early signs of shock, can be dupli- 
cated by no other abdominal emergency. 


The etiology of pancreatitis can be most brief- 
ly discussed by dividing the matter into two 
parts, one relative to acute pancreatitis, and the 
other to the chronic form of the disease. Opie 
was the first to call attention to a definite 
etiological connection between gall bladder dis- 
ease and acute pancreatitis, and suggested that 
the latter was the result of the admission of 
infected bile into the pancreatic duct because 
of the presence of a gall-stone in the ampulla of 
Vater in such a position as to obstruct the en- 
trance of the pancreatic duct and the bile duct 
into the duodenum, resulting in the conversion 
of the common bile duct and the pancreatic duct 
into a continuous channel. 

The other chief explanation for the origin of 
this situation is the lymphogenous infection, the 
ehief exponent of which in this country has been 
Deaver. This explanation, briefly, has as its 
originating factor an infection of the gall blad- 
der, bringing about lymphadenitis and lym- 
phangitis and the gradual continuation of the 
infection along the biliary and pancreatie ducts 
until a pancreatitis is set up. 

Moynihan, on the other hand, refuses this ex- 
planation on the basis that it is too slow a process 
to explain such a violent and explosive onset as 
is seen in the acute form of pancreatitis. <At- 
tempts at the proof of either one of these the- 
ories have been the cause of extensive research 
in animals and investigations of the variation 
in the anatomical relations of the pancreatic 
and common bile ducts, as to their relation to 
each other, to the ampulla of Vater, and to the 
duodenum. Mann reports extensive research, 
suggesting that sufficient pressure cannot exist 
in the biliary tract to cause this extension into 
the pancreatic duct. Judd has reported as very 
small the incidence of a junction of the pan- 
creatie duct into the common bile duct at a 
point sufficiently proximal to the ampulla to al- 
low for the lodgment of a caleulus which could 
convert the two ducts into one channel. In 
the answer to this is the comment of Moynihan 
that the small incidence of such an anatomical 
arrangement, which was about four per cent. 
in two hundred dissections, is sufficient to ex- 
plain the situation in view of the rare incidence 
of acute pancreatitis. In the absence of eal- 
eulus obstruction at the duodenal ampulla, ob- 
struction has been explained by spasm of the 


sphincter of Oddi, the anatomical variations of 
which, relative to the opening of the ducts, has. 
been very variable and of small incidence in the 
location in which it could obstruct both ducts 
and expose them to the same contents. 


Experimental work on the pancreatic secre- 
tions, the escape of which into the abdominal 
cavity may set up an extreme local peritonitis 
—in facet, necrosis—has shown rather definitely 
that there must be an activation of the pan- 
creatie enzymes in order to bring this about. 
This may be explained either on the basis of 
the action of bile salts, or the tissue juices which 
are brought into action at the time of ulceration 
of the pancreas, if we accept the theory of an 
arterial spasm as being the fundamental etiologi- 
eal origin. In any event, it would seem that 
in an acute pancreatitis it is more reasonable 
to accept the rather common theory of calculus. 
obstruction and the reflux of infected bile into 
the pancreas to explain the suddenness and se- 
verity of acute pancreatitis. 

Whatever may be finally accepted as the 
origin of this critical situation, it is of little 
moment at the time in any individual case. The 
next, and most important issue which we meet 
is as to the most favorable time for operation. 
As we go back over the literature of the rela- 
tively early years of this discussion, we find 
in the reports of Mikulicz, Mayo, Richardson, 
and others, that immediate operation was the 
accepted procedure. In relatively recent years 
the procedure of delayed operation has been ad- 
vised by several men, and it seems to be sub- 
stantiated in the reports of their mortality. 
However, it seems to us from the standpoint of 
general surgical principles, and from our own 
limited experience, that this suggestion is il- 
logical, both because the diagnosis in our hands 
is not sufficiently positive to be considered to 
the exclusion of other possible diagnoses, and 
because it would seem that such a suggestion is 
comparable to a similar discussion in the early 
days of appendicitis, in which the principle of 
delaved operation has been rather generally 
abandoned. It is to be said that improved mor- 
tality under such a régime of delaved operative 
interference is not to be accepted as the final 
criterion in that, as in so many other situations, 
if we wait for a condition to reach an abscess 
stage, to be sure, there should be an improve- 
ment in the immediate surgical mortality, but, 
on the other hand, there will be cases that will 
not come into these statistics as surgical deaths 
which might have survived as the result of im- 
mediate drainage. 

The operative procedure which we have fol- 
lowed has been a high rectus incision and ex- 
ploration. In all cases there has been the pres- 
ence of a serosanguineous fluid, a varying de- 
eree of fat necrosis, and a spongy reddened 
swelling of the panereas. Approach to the pan- 
creas has been through the gastrocolic omentum 
into the lesser sae. Indentation of the pan- 
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creas by a finger has been done, and no attempt 
has been made to incise the gland. Tampon 
packs only have been placed on the pancreas. 

A word might be said here in regard to the 
immediate reaction of the pancreas so far as its 
internal secreting function goes. In our ease 
of acute pancreatitis, acetone appeared in the 
urine and an increased blood sugar appeared 
one week after operation. This condition was 
controlled for days by the injection of glucose 
intravenously and the viving of insulin. This 
gradually cleared up and the pancreas in this 
case has assumed its full control of this fune- 
tion, showing that apparently there can be a 
temporary derangement of the mechanism of its 
internal secretion, but also showing that it is 
not permanent. 


CHRONIC PANCREATITIS 


The two eases of chronic pancreatitis were op- 
erated and both are of value in illustrating the 
mechanies of the establishment of this condition. 


The first was a female, age 57, who had been op- 
erated on for gall bladder disease of many years’ 
standing. The gall bladder, containing multiple 
stones, was removed. Following a somewhat stormy 
convalescence, she was discharged feeling fairly well 
and having no jaundice. A month later she became 
slightly jaundiced, toxic, and there was the onset of 
a discharge of bile from the old wound. The stools 
were frothy and gray, the urine dark, and her con- 
dition seemed quite serious. There was no im- 
provement of the deficiency under medical treat- 
ment and death followed in a few days. No autopsy 
was obtained. 


The second case was that of a girl of 19 years, 
on whom a gastroenterostomy for a ruptured duo- 
denal ulcer had been done four years previously. Dur- 
ing the next two years the gall bladder was drained 
twice for stones and purulent fluid. When the gall 
bladder was finally removed, the head of the pan- 
creas was found to be rather hard and nodular, and 
a diagnosis of chronic pancreatitis was made. A 
year later there was an onset of abdominal and epi- 
gastric distress with a possibility of a slight jaun- 
dice. Some of the attacks of pain at this time were 
very severe. The case was again explored, but the 
only findings consisted of a few adhesive bands. The 
epigastric distress continued, although less frequent, 
until about eight months later, when there occurred 
severe epigastric pain with a definite radiation to 
the left and into the back. An exploration was 
again advised, and a large stone was located and 
removed from the ampulla of Vater. An uneventful 
rar aad took place and the patient is in good heatth 
oday. 


The outstanding feature of chronie pancreati- 
tis is the definiteness of its association with in- 
flammatory disturbances of the biliary tract. 
And it is here that we must go back to the 
lymphogenous origin of the condition and an ap- 
preciation of all the anatomy concerned as hav- 
ing arisen from the fore gut, from which we can 
expect an association of its pathology as well as 
of its physiology. Mayo Robson in an issue of 
the Lancet in 1900 has given the first complete 
description of the clinical symptoms of this eon- 
dition and pointed out the fact that surgical 


treatment will cure in the majority of instances. 
Aside from the fact that a partial obstruction of 
the common duct by stones may be the starting 
point of a chronic pancreatitis, it is probable 
that the infection which invariably accompanies 
this biliary disturbance would set up a similar 
process in the pancreas. It is likewise probable 
that the continuation of symptoms which we see 
so often existing for a year or two after the re- 
moval of the gall bladder may be the time limit 
that is required for the cleaning up of the as- 
sociated lesion in the pancreas. 


In the course of a routine exploration of the 
abdomen in any laparotomy it is usual that a 
palpatory examination of the viscera is made, 
and it is by this method that most diagnoses of 
chronic pancreatitis have been made. Moyni- 
han believes that this is a very unsafe method 
in differentiating the situation from a malig- 
nancy, in that a routine examination of the pan- 
creas will reveal a great variation in size, con- 
tour, and hardness. 


The early diagnosis and the institution of 
proper treatment will save the patient from pro- 
gressive loss of pancreatic tissue, which involves 
the Islands of Langerhans and finally leads to 
diabetes. The treatment may consist of the re- 
moval of any source of infection, such as the 
removal of stones from the biliary tract or the 
repair of a peptic ulcer. In the presence of an 
associated cholecystitis the gall bladder must be 
removed as the foeus of infection, and drainage 
of the biliary tract carried out either by the use 
of the T tube or the use of catheters in the 
hepatie and in the common bile ducts. The use 
of various operative procedures for the drainage 
of the gall bladder into the stomach or duo- 
denum is mentioned under the section on cancer 
of the pancreas. 


ABSCESS OF THE PANCREAS 


This condition represents the progressive stage 
of an acute pancreatitis, the onset of which has 
been less acute and intense than the average case 
and sufficiently slow to permit of localized ab- 
scess formation. 


Of this condition, we have had two eases, one 
male and one female, both eventually operated, 
and both died. 


The case of the male had been under medical 
treatment for duodenal ulcer, the diagnosis corrobo- 
rated by x-ray. He had been in the hospital twelve 
days because of increasing distress, when he had a 
rather sudden increase in pain and a rise in tem- 
perature to 102°. He was operated twelve hours later, 
and purulent fluid was already escaping from an en- 
larged, raw pancreas. Rather than a simple drain- 
age of a localized abscess, we were here dealing 
with a ruptured abscess, which increased consider- 
ably the immediate risk. Death followed in twenty- 
four hours and autopsy confirmed the operative diag- 
nosis and demonstrated the presence of gall stones. 
No peptic ulcer was found at autopsy. The particu- 
lar value of this case and autopsy lay in its demon- 
stration of what might have resulted had the gall 
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bladder been removed or drained some months pre- 
viously. 


The other case was of a young girl, who had been 
treated for a complaint of dyspepsia, brought to the 
hospital with increased pain, tenderness, and tem- 
perature. operated, and death followed three days 
later. No autopsy could be obtained. 


These two eases had both been allowed to pass 
the time when they should have been operated 
apparently, and demonstrate again the associa- 
tion of gall bladder disease, which might have 
been attacked earlier. 


CYST OF PANCREAS 


Our case of pancreatic cyst occurred in a young 
woman, age 30, who entered the hospital with the 
complaint of stomach trouble of some months’ dura- 
tion, characterized chiefly by nausea and vomiting 
during the preceding few weeks before admission. 
There was a smooth, rounded, tensely elastic tumor 
palpable in the mid-epigastrium. Gastric rays showed 
extra-gastric deformity. Exploration was done, with 
the probable diagnosis of pancreatic cyst or hydrops 
of the gall bladder. There was found a dark blue, 
walled cyst arising from the lesser sac, which was 
drained, and the wall was marsupialized to the an- 
terior peritoneum, with drains left in the sac. This 
case is now living and well. 


Descriptions of cyst formation constitute the 
earliest literature on pancreatic surgical path- 
ology. Gussenbauer in 1882 gave the first report 
of an operated case, and the following twenty 
years practically completed the technique of di- 
agnosis and treatment. The dangers of aspira- 
tion were early recognized and led to an early re- 
Marsupialization of 


jection of the procedure. 
the sac has given the best results and is the usual 
surgical procedure, in that excision is almost 
technically impossible and its attempted execu- 
tion would lead to unreasonable risks. 

The differential diagnosis is complicated by 
the multiple sites in which the cyst may present 


itself anteriorly, varying in its development 
with the relations it may assume with the stom- 
ach and colon. The epigastric presentation is by 
far the most common, and usual differential di- 
agnostic procedures can be carried out in so far 
as the case does not assume the nature of an ab- 
dominal emergency. Hydrops of the gall blad- 
der, mesenteric cyst, and renal cyst must be 
considered. 

It may well be questioned as to what per cent. 
of these eysts are truly pancreatic. An exact 
point of origin is difficult to determine at oper- 
ation, and many may be peripancreatic, as has 
been “noted by several observers. A final test 
would be the starch digestive power of the con- 
tents. 


CARCINOMA OF THE PANCREAS 


We have listed nine cases of carcinoma of the 
pancreas, of which seven were explored. We 
refer here only to primary carcinoma and do 
not include secondary. Two died postoperative- 
ly. On one of these there was a postmortem ex- 


amination proving the operative diagnosis. On 
the other, autopsy was refused. On a third, a 
section was removed at operation and patholog- 
ical examination gave us the diagnosis. One 
ease left the hospital in poor condition and died 
shortly after. Another died four months after 
leaving the hospital, never having felt better. 
The sixth and last that we have been able to 
follow is alive and well today, some four years 
following operation, apparently decisively dis- 
proving our operative diagnosis. This leaves 
three unaccounted for. They made a good im- 
mediate postoperative convalescence. The one 
ease still living is quite indicative of the fact that 
a diagnosis by palpation alone may lead to very 
false conclusions. From the operative records 
it seems that a hard, nodular pancreas was the 
reason for diagnosis of carcinoma taken along 
with the clinical symptoms. The only case in 
which a section was removed and proven to be 
carcinoma was a large growth of the body with 
apparently no involvement otherwise in the ab- 
domen. The age limit in this group was from 
22 to 77 years. 

Six out of these nine cases had a gradually 
deepening jaundice as the main symptom. The 
next most important symptom was epigastric 
distress, burning, and in three cases nausea. In 
the majority of cases the pain is mentioned as 
being on the right side. Loss of weight was a 
constant finding. Dark urine and gray stools 
accompanied the jaundice. 

In no case of carcinoma did we do anything 
more than explore. Moynihan says there are 
four conditions in which safe removal of solid 
tumors of the pancreas is feasible. 


(1) When the tumor is pedunculated. 

(2) When it can be enucleated. 

(3) When it occupies the tail of the gland or 
the body adjacent to it. 

(4) When vascular adhesions are not so nu- 
merous or so complex as to make the 
difficulties almost insuper- 
able. 


So far as we are concerned, attempted re- 
moval of pancreatic infiltrating tumors is not of 
great interest, but there probably has been too 
much of this pessimistic attitude employed in 
the management of painless, progressive jaun- 
dice. We have in our series one case seen five 
years ago which is still living, sufficiently dis- 
proving the diagnosis and showing that explora- 
tion at that time might have saved considerable 
invalidism. Even the operative diagnosis by 
palpation alone is unreliable in the early ease, 
and cholecystenterostomy or cholecystgastros- 
tomy in these eases is certainly justifiable if for 
no other reason than for the relief of the in- 
tense itching of these patients, and possibly 
preventing a fatality from jaundice of non- 
malignant origin. 

Some interesting work has been done recently 
in the production of hyperinsulinism by means 


= 
=| 


Volume 204 
Number 1 


VERMONT STATE MEDICAL SOCIETY 


of separating the tail from the body of the pan- 
ereas. Experimentally it has been shown that 
this produces a marked increase of islet tissue. 
At least one case has been reported of an opera- 
tion of this type having been done. What the 
worth of this procedure will be in the treat- 
ment of diabetes remains for future develop- 
ments to show us. 

In conelusion, the review of our own brief 
experience and the reports of others have led 
us to believe that acute hemorrhagic pancreati- 
tis presents a rather definite clinical picture, 
in which immediate surgery is advisable; that 
the more mild chronic pancreatitis is probably 
more common than is usually thought, and that 
its dependence on biliary tract disease is be- 
yond question, which of itself must be kept in 
mind in the routine advice to gall bladder pa- 
tients; that the routine exploration of all cases 
of so-called painless progressive jaundice is ad- 
visable along with the establishment of some 
type of biliary-intestinal fistula. 
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VERMONT DEPARTMENT OF PUBLIC HEALTH 
NovEMBER, 1930 


The campaign for the administration of diphtheria 
toxin-antitoxin has been well received in many parts 
of the state and a large amount of this material has 
been used. Supplies have been sent to eight towns 
during the month. In several other places, the 
work is anticipated. 

The incidence of communicable diseases is shown 
by the following totals: chickenpox 283, diphtheria 
22, measles 27, mumps 8, scarlet fever 26, ophthalmia 
neonatorum 2, poliomyelitis 3, septic sore throat 1, 
smallpox 5, typhoid fever 2, tuberculosis 14, undulant 
fever 2 and whooping cough 150. 

The Laboratory of Hygiene reports 1,524 examina- 
tions made, classified in the following manner: 
Examinations 

For diphtheria bacilli 
For Widal reaction of typhoid fever 
For malarial parasites 
For tubercle bacilli 
For evidence of syphilis 
For gonococci in pus 
For blood for contagious abortion in cattle 
Of water, chemical and bacteriological ............ 
Of water, bacteriological 


Of milk, market 
Of milk, submitted for chemical only 
Of milk, submitted for MICTOSCOPICAL 
Of foods 
Of drugs 
For the courts, autopsies 
For the courts, miscellaneous 45 
Autopsies to complete death returns 2 
Miscellaneous examinations 55 


The Division of Communicable Diseases reports 39 
cases of gonorrhea and 28 cases of syphilis occurring 
during the month. There were 564 Wassermann out- 
fits and 176 slides for smears sent out in November. 

Ninety-six patients were seen by the After-care 
Division for Infantile Paralysis, 98 home visits made 
and seven doctors visited. Three plaster casts were 
removed, 26 new pieces of apparatus were fitted, 18 
pieces of apparatus altered or repaired and 34 ortho- 
pedic corrections made to shoes. Two patients were 
admitted to the Fenway Hospital and 2 patients 
were discharged from this hospital. Sales made by 
the Vocational Worker amounted to $589.49. 

The State Advisory Nurse visited four towns dur- 
ing the month and also attended the White House 
Conference in Washington. Work is being carried on 
by this Division in the interests of toxin-antitoxin 
immunization. 


THE WASHINGTON COUNTY MEDICAL SOCIETY 


The quarterly meeting of the Washington County 
Medical Society was held at Hotel Barre, December 
11, 1930. Supper was served at 6 P. M. to a good 
sized gathering of men from Barre, Montpelier, Ran- 
dolph, and Waterbury. Following the supper the meet- 
ing adjourned to the card room, where we listened 
to an address by Dr. Truman J. Allen, superintend- 
ent of the State School of Brandon. His talk was 
general in nature, dealing with the classification, di- 
agnosis and prognosis of Mental Deficiency. 

Barre has a new practitioner in the person of 
Dr. Charles E. Brady who is a recent graduate of the 
University of Vermont and comes to Barre highly 
recommended. A second new man was admitted to 
membership in our society. He is Dr. Reginald E. 
Gillson of Fairlee, Vt., a graduate of the University 
ot Vermont in 1929. 


ADDISON COUNTY MEDICAL SOCIETY 


At a meeting of the Addison County Medical So- 
ciety held November 26, 1930, at the Porter Memori- 
al Hospital, in Middlebury, Dr. L. R. Goodrich of 
Vergennes was voted a member of the Society. 
Dr. Goodrich is a graduate of the Medical College 
of the University of Vermont, class of 1928. 

Dr. Lyman Allen of Burlington was present and 
addressed the Society (also the Staff of the Porter 
Hospital) on “Injuries of the Head.” Six members 
were present. 
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RECENT DEATH 


In the death of Dr. John Lincoln Campbell, on No- 
vember 2, 1930, another Vermont town, Warren, loses 
its only physician. 

Dr. Campbell was born in Rochester, April 4, 
1861. He left Rochester as a young man and worked 
for a while in a silk mill. After the death of his 


father, Dr. Campbell returned to Rochester, maintain- 
ing a home there while he studied medicine at Dart- 


mouth and Vermont Medical Colleges graduating 
from the latter in 1900. 

He practiced in Pittsfield, Vermont, and in Okla- 
homa for 12 years returning to Vermont and opening 
an office in Warren. 

Fraternally he was a Mason. He is survived by his 
wife and one son, also a sister and two brothers, one 
of whom is Dr. C. M. Campbell of Manchester, Ver- 
mont. 


THE THOMAS W. SALMON MEMORIAL MEETING 


A meeting in memory of the late Dr. Thomas W. 
Salmon, former Professor of Psychiatry of Columbia 
University and Medical Director of The National 
Committee for Mental Hygiene, will be held at The 
New York Academy of Medicine, Fifth Avenue and 
103rd Street, New York City, on Saturday evening, 
January 10, at 8:00 o’clock. The Hon. George W. 


Wickersham will preside. 

Announcement to this effect has been made by the 
committee formed shortly after his death for the 
purpose of establishing a permanent memorial in Dr. 
Salmon’s honor. This committee contemplated the 
creation of an endowment fund, the income from 
which could be devoted to an annual lecture or series 
of lectures to be known as The Thomas W. Salmon 
Memorial Lectures to be given by authorities in 
psychiatry and mental hygiene for the advancement 
of knowledge in these fields in which Dr. Salmon 
was preéminent. 

The sum of $100,000 has been subscribed by friends 
and admirers of Dr. Salmon and will be officially 
presented at this meeting at which the Memorial is 
to be formally established. A special program has 
been arranged and among the speakers will be Mr. 
Homer Folks, Dr. Louis Casamajor, and Dr. William 
L. Russell. At the conclusion of the program a com- 


mittee of the Academy will announce the person 
chosen to give the first of The Thomas W. Salmon 
Memorial Lectures. 

The administration of The Thomas W. Salmon Me- 
morial Lectures and the custody of The Thomas W. 
Salmon Memorial Fund will be vested in The New 
York Academy of Medicine. Each year there will be 
chosen by the Academy and a special advisory com- 
mittee a scientific worker who has made an out- 
standing contribution in psychiatry, mental hygiene 
or a related field, and who will deliver the lecture 
or lectures in New York or other cities under the 
auspices of the Academy of Medicine or some other 
accredited scientific, medical or educational organi- 
zation. The lectures will be published annually in 
leading periodicals and in book form to make them 
available for the largest number of workers in these 
fields and to stimulate further research and study. 

The Hon. George W. Wickersham is Honorary 
Chairman of the Memorial Committee. 

The Executive Officers are: Dr. William L. Rus- 
sell, Chairman; Dr. C. C. Burlingame, Vice-Chair- 
man; Dr. Austen Fox Riggs, Secretary; Mr. Paul 
O. Komora, Assistant Secretary; The New York Trust 
Company, Treasurer; and Dr. Samuel W. Hamilton, 
Assistant Treasurer. 

This meeting is open to the medical profession 
and the public. To obtain reservations application 
shoudl be made to Dr. C. C. Burlingame, 17 East 
42nd Street, New York City. 
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CASE 17011 


THREE MONTHS’ PAIN IN THE LEFT 
LUMBAR REGION 


MepicaAL DEPARTMENT 


(The following case was discussed in Dr. 
Cabot’s Third Year class and also at a Massachu- 
setts General Hospital staff conference. This 
report gives the essentials of both discussions. ) 


PRESENTATION OF CASE 


Dr. A. V. Bock: This patient was a business 
man sixty-one years of age who was admitted to 
the hospital October 20 with a history beginning 
about seven months before of sudden onset of 
pain in the left lower back. He was seen by his 
doctor, who treated him symptomatically. The 
patient also had some osteopathic treatments. 
X-ray showed arthritis of the hip joints. After 
a few weeks the pain disappeared and he 
seemed to be quite well again. 

Then in July he had a sudden onset of cough 
which his physician described as typical of 
whooping cough. This lasted for about eight 
weeks. He also had a fever which continued 
until the present time. Pus was found in his 
urine, and persisted through several examina- 
tions. Because of this he was sent to a hospital 
and eystoscoped. Nothing was found to account 
for the pus. 

About three months ago he developed pain in 
the back so severe that he could neither lie nor 
sit in comfort. After that had persisted for 
two weeks he was taken to another hospital by 
an orthopedic surgeon who had him on a bed 
with boards. After three or four weeks the 
acute distress began to subside and he was sent 
home, the fever continuing, but the back pain 
much relieved. About two weeks before entry 
he had an attack of severe pain in the left upper 
quadrant which at first was thought to be due 
to gas, but because of the persistence of the 
pain and some spasm the question was raised 
as to the possibility of a subphrenie abscess. 
The pain continued up to the time of en- 
trance. The only thing about the gastro-intes- 
tinal history was the loss of appetite and the 
very marked constipation, amounting to obsti- 
pation. He had a running fever for five months. 
Until very recently no cardiac murmurs were 
heard. 

In addition to the above story he gave the his- 


tory that for two years he had had mild attacks 
of angina that had disabled him very little. They 
always occurred on exertion, on stepping out in- 
to the cold and after meals, and were relieved 
if he immediately stopped walking for a moment 
or two. The attacks were very brief; he never 
took nitroglycerin for relief. With the onset of 
fever he began having more severe attacks of an- 
gina, requiring nitroglycerin and for some at- 
tacks morphia. 

He had always been well and strong except for 
rheumatic fever at the age of twenty-five, but 
there is no history of any involvement of the 
heart. He had passed repeated heart examina- 
tions for life insurance companies. 


When we examined the man we found him ob- 
viously very weak, with marked pallor. The 
heart was about 9 centimeters, which was for a 
man of his size well outside the nipple line. 
There was all the evidence of aortic regurgita- 
tion. The blood pressure was 150/40. <An elec- 
trocardiogram showed normal rhythm, rate 105, 
slight left axis deviation, slight slurring of the 
Q-R-S complexes. His left upper quadrant was 
very painful and tender but beneath the resist- 
ance we could feel a mass which we thought was 
undoubtedly an enlarged spleen. The lower 
border of the liver was down below the navel. 
This was very difficult to explain. It was not 
tender and did not suggest the liver of acute 
congestive failure. There were no signs in the 
lung, no edema of the legs. The spine was rigid 
and almost any movement in bed produced pain 
referable to the vertebral column. He had in 
the left fundus a very small hemorrhage suggest- 
ing a petechial hemorrhage, but there were no 
petechiae of the skin. There was no elubbing 
and no tenderness of the finger tips. 


We examined his urine for blood nearly every 
day for the two weeks he was in the hospital 
and never found any red blood cells. The leu- 
koeyte count was 14,000 to 7,600, the reds 
2,800,000 to 2,950,000, the hemoglobin 45, the 
differentiai count 78 per cent polynuclears. The 
stools were negative. 

During his course in the hospital he ran a 
very septic temperature, the highest being 103°. 
The pulse rate was 90 to 130. The blood pres- 
sure was 150/40. 

He had repeated attacks of very severe angina, 
coming more and more often and not relieved by 
nitroglycerin. He had to have sometimes as 
many as three quarter-grain doses of morphia 
to relieve him. On account of the distress due 
to angina pectoris we kept him morphinized dur- 
ing the last three or four days of life in order 
to minimize these attacks. Finally on the sixth 
of November about seven o’elock he had a very 
severe attack of anginal pain of sudden onset 
and died. 


His x-rays show advanced hypertrophic 
changes throughout the vertebral column. There 
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was no evidence of any metastatic malignancy 
in any of the bones. 

Dr. Cuester M. Jones: When did you first 
notice the murmurs in the heart? 

Dr. Bock: The murmurs, aortic, systolic and 
diastolic, were present at the time of the first 
examination. His own doctor had heard these 
murmurs about ten days before. 


CLINICAL DISCUSSION 


BY RICHARD C, CABOT, M.D., AND 
GEORGE W. HOLMES, M.D. 


NOTES ON THE HISTORY 


Dr Cazor: The arthritis involved both hips, 
vet the symptoms were all one-sided. 

You know that whooping cough is sometimes 
very serious in old people. People laugh at vou; 
then sometimes you die. 

I assume that the pain three months and a 
half before admission was in the same region 
that we were told about in the beginning, the 
left side of the back. 

Swelling and redness of one hand is a queer 
combination with the other symptoms. 

There is very little to go on in that history. 
Things seemed to be localized in the left side 
of the back and to some extent in the front. One 
thinks of renal tumors and other tumors of 
course at his age. But I have still only the 
vaguest ideas. 


NOTES ON THE PHYSICAL EXAMINATION 


The heart examination shows another ease of 
aortic regurgitation. Yet presumably he had a 
normal heart four months before he entered. 
That is a surprising state of things. Very few 
cases of heart trouble at his age come on in four 
months. 

Ordinarily such an electrocardiogram as he 
showed goes with some defect of transmission. 

That is a pretty big liver. 

I suppose the record means that the mass 
moved with respiration. 

They seem to have felt a tumor in the region 
where there have been symptoms. 

There was a well marked secondary anemia. 

Dr. George W. Houmes: This man’s spine 
shows marked proliferative changes, and there 
are similar changes around the hip joints. There 
is some narrowing of the joint spaces and some 
punching out of the joint margins, so that there 
may be some erosion of the cartilage as well as 
proliferation. There is no bone atrophy. 

His chest is of interest. The heart shadow is 
very much enlarged. I do not think that film 
was taken at a seven-foot distance. It looks 
as if it were taken with the patient lying on his 
back, therefore there is probably a great deal of 
magnification. The enlargement is all to the 
left. I think we are safe in saying he had left 
ventricular hypertrophy. The aortie knob is 
prominent. There was good respiratory move- 


ment of the diaphragm on the right. Sometimes 
a bad film gives us more information than a good 
one. The left base was hidden by the shadow 
of the heart, so that from the x-ray we can- 
not tell whether or not he has any pathology 
in the lower left lung. What little evidence we 
have is against it. The signs they mentioned 
may have been due to enlarged left ventricle. 
As to whether this change in the size of the 
heart is due to aortic regurgitation or hyper- 
tension I should not be justified in saying. If 
it is due to aortic regurgitation, whether it is 
rheumatie or luetic we could not say. We have 
no evidence I should say of luetic aortitis. Be- 
neath the clavicle there is an area of increased 
density with a snarply defined right margin. It 
does not displace the trachea and apparently is 
not in the lung. This film is taken with the 
patient on his back. There is a little rotation 
present, and things are distorted. The shadow 
may be of no importance. 

Dr. Casot: That does not mean aneurysm? 

Dr. Houmes: No. Aneurysms of the in- 
nominate as a rule do not show. It could be 
intrathoracic goiter. 

Dr. Cazot: Does that mean anything? 

Dr. Houmes: I do not know that it is im- 
portant at all. 

The kidney outlines are not visible, but that 
does not mean anything in particular. The edge 
of the liver is shown below the ileum. It is 
thrown down somewhat by the way the film is 
taken, but there is some evidence of enlarge- 
ment of the liver. There is no evidence of stone 
in the kidney. I think a stone would show. 

Dr. Casot: My impression is that the hyper- 
trophie arthritis is simply what might be ex- 
pected in a man of his age. The particularly 
valuable part of the x-ray findings seems to be 
positive evidence of a big heart and the negative 
evidence as to aneurysm. There is something 
about the acetabula. Does that mean anything? 

Dr. Houmes: No. It may very well be that 
those shadows are due to gas in the bowels. 


DIFFERENTIAL DIAGNOSIS 


Dr. Cazsor: I think this is an extraordinarily 
interesting case. It seems to me it is very in- 
triguing in several ways. He was examined four 
months before he came and the heart was found 
to be normal. 

He has not had an acute rheumatism between 
then and now. He has a type of chronic degen- 
erative arthritis which cannot in my opinion 
have any relation to the heart. 

Syphilitic aortitis does not develop in four 
months. It takes a much longer time. 

Hypertensive heart trouble cannot develop in 
four months. 

What is immediately suggested is subacute 
bacterial endocarditis, which can perfectly well 
develop in three or four months and can go on 
to produce aortic regurgitation and hypertrophy 
of the heart in that time, though it seems rather 
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rapid. He had fever and secondary anemia, 
which would go with that diagnosis perfectly 
well. What about the tumor? If this is a sub- 
acute bacterial endocarditis and its results we 
have to say he has septic emboli which have set 
something going in the spleen or the left kidney 
so as to produce an abscess or abscesses in the 
spleen or the left kidney or both. There is not 
enough evidence to determine which of those two 
organs it is, if it is either of those two at all. 
The record insists twice on the tenderness of 
this mass, as if infection might be burrowing 
out beyond the capsule of the spleen or kidney. 
If it is not that we have to make two diagnoses, 
one on the heart and one on the spleen or kid- 
ney. Statistics show that we are more often 
right when we account for everything by one 
diagnosis. We cannot possibly bring aortic 
regurgitation and the tumor down in the re- 
gion of the spleen or the kidney under the same 
heading except through the diagnosis of sub- 
acute bacterial endocarditis. 

We are never sure of that diagnosis without 
two complications, bacteremia and definite em- 
bolism. The latter may have occurred in the 
spleen or the kidney. He may also have had it 
in the retina, in the heel or in the neck, though 
it is rather hard to imagine exactly where. The 
negative blood cultures are not of much impor- 
tance when we consider how large the total blood 
mass is. Can we account for the fever as a re- 
sult of a malignant tumor? Yes, especially 
necrotic tumors often give fever like this. But 
that would not explain anything about the heart. 
The thing I feel surest of is a septic cardiac le- 
sion, bacterial endocarditis. If he had that it 
can account for everything else he had. I think 
it is a safe diagnosis,—subacute vegetations of 
the aortic valve (and possibly on the other 
valves), hypertrophy of the entire heart, espe- 
cially of the left ventricle, and some septic le- 
sion of the spleen or left kidney; nothing else. 

A Stupent: How do you account for the size 
of the liver? | 

Dr. Casor: I meant to say that there is pas- 
sive congestion there. It seems very big, but 
we do get big livers in passive congestion. 

A Srupent: Is there any evidence of coro- 
nary occlusion at the last? , 

Dr. Casot: Yes. It seems possible that that 
is what happened at the end, for it is sometimes 
an embolic result of bacterial endocarditis. 

A Srupent: That does not explain the 
tenderness in the left lower quadrant. 

Dr. Casot: No. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 
Angina pectoris. 
Subacute bacterial endocarditis. 
Infectious arthritis. 
DR. RICHARD C. CABOT’S DIAGNOSES 


Subacute bacterial endocarditis of the aortic 
valve, possibly of other valves; aortic re- 
gurgitation. 


Septic infaret with abscesses in the spleen or 
the left kidney. 

Hypertrophy of the heart. 

Passive congestion of the liver. 

Possibly coronary occlusion. 


ANATOMIC DIAGNOSES 


Primary fatal disease. 
Chronic rheumatie endocarditis of the mitral 
and aortic valves; aortic regurgitation. 
Subacute bacterial endocarditis of the mitral 
and aortic valves. 


Secondary or terminal lesions. 


Acute myocarditis. 

Dilatation of the heart. 

Septic infaretions of the spleen and both kid- 
neys. 

Hypertrophy of the spleen. 

Pulmonary edema. 

Arterioselerosis. 


PatTHoLocic Discussion 


Dr. Tracy B. Matuory: This man had a well 
marked subacute bacterial endocarditis on top 
of a slight old rheumatie lesion of both the mitral 
and the aortic valves, not one that I think would 
necessarily have caused any symptoms at all. 
The aortic valve was simply eaten away by the 
acute process. It is obvious from the gross 
findings why that regurgitation should have de- 
veloped with such suddenness. The fresh vege- 
tations were also found on both valves, though 
only on the aortic did they cause deformity. 
There was also quite an acute myocarditis. 

There were septic infarctions in the spleen 
and both kidneys, although the softening was 
limited in each ease to a small area at the center 
of the lesion. Whether the pus in the urine 
four or five months ago ean be explained by the 
old renal infaret I do not feel at all sure. 

The mass felt, I feel sure, was the spleen. It 
weighed 400 grams. The kidneys were not large. 
The liver was not enlarged. It came down 10 
centimeters below the costal margin, yet it 
weighed only 1500 grams. The reason for that 
is that he had the sort of liver we have rarely 
seen for twenty years, the so-called ‘‘corset 
liver’’, It was very long and very narrow. 

There was a marked, rather acute terminal 
pulmonary edema. 

There was of course a very marked degree of 
arthritis. 

Dr. Casot: How big was the heart? 

Dr. Matuory: The heart was normal as far 
as weight is concerned, 300 grams, but it was 
greatly dilated. That lets Dr. Holmes out. 

Dr. Hotmes: That also accounts for the elin- 


ical findings perhaps. 


Dr. Bock: Except for the history of rheu- 
matie fever at twenty-five the question might 
well be raised whether this man might have 
had an endocarditis planted on a bicuspid aortic 
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valve. This may occur without any previous 
signs of valve damage. He had five blood cul- 
tures taken at the height of his fever, all nega- 
tive. 

A PHYSICIAN: 
coronaries ? 

Dr. Mattory: The coronary arteries showed 
very definite sclerosis, although I should not 
have been at ali surprised if there had been 
none. The aortie valve lesion alone could per- 
fectly well have accounted for the anginal at- 
tacks. 

Dr. Ropert R. Linton: 
tion considered ? 

Dr. Bock: No. He was too sick. The out- 
look for life was hopeless. We felt that his 
termination was not far distant. 

Dr. Matuory: Once in a while these splenic 
infarets in such a case become septic. They may 
actually rupture and cause peritonitis. That 
is distinctly unusual. We probably see twenty 
infarets with no abscess for one in which there 
is an abscess. 

Dr. JONES: 
cocel ? 

Dr. Mauutory: We,suceeeded in finding a 
few streptococci in our sections, but only on the 
surface of the vegetations. 

Dr. James C. WuitEe: How is this infectious 
process in an old rheumatic lesion supposed to 
start? 

Dr. Mautory: Reeent opinion on the whole 
is that the etiology of a rheumatic endocarditis 
and a later bacterial endocarditis is the same. 
Both start with the presence of organisms on the 
valve flaps, usually immediately on the line of 
closure, not on the actual margin of the valve, 
presumably the area at which the trauma occurs. 
In a very acute stage of rheumatic endocarditis 
one can find the organisms, but they have very 
seldom been seen, probably not in more than a 
dozen eases. In the later stages of rheumatic 
lesions we can never find the organisms. The 
difference between rheumatie endocarditis and 
subacute bacterial endocarditis depends not on 
the type of infection on the valve so much as 
on the general immune reaction of the body. In 
a rheumatic case the individual is always hyper- 
sensitive to streptococci. In bacterial cases the 
individual never is. From the immunologic point 
of view he is immune, but it is a peculiar type 
of immunity which kills the individual. It seems 
as if we ought to have a new term for it. 


What was the condition of the 


Was novocain injec- 


Did your cultures show strepto- 


CASE 17012 
A CASE OF LARYNGEAL OBSTRUCTION 
Eye AND Ear INFIRMARY 


PRESENTATION OF CASE 
Dr. Earte M. CoapmMan*: This was a married 
American housewife thirty-one years old who 
entered the Emergency Ward complaining of 
difficulty in breathing for the past two days. 


*Junior interne on the West Medical service. 


She was obviously ill and respiration was la- 
bored and shallow, with loud inspiratory stridor. 

The history obtained was rather inadequate. 
We later gathered from various members of the 
family that she had had a cold for a week but 
had not been acutely ill until two days before 
entry. Then she began to have a sore throat 
and a great deal of difficulty in getting her 
breath. They had not noticed any signs of in- 
fection on the fingers. Finally breathing be- 
came so difficult that she was rushed to the 
Emergency Ward and was then taken to the 
Eye and Ear Infirmary, where a tracheotomy 
was done with relief of symptoms. 

I first saw her at two o’clock in the afternoon, 
the tracheotomy having been done at half past 
ten that morning. She was then cyanotic, roll- 
ing around in bed, fighting and gasping for 
breath. The pupils were pin-point. Examina- 
tion showed slight edema, rather diffuse, in the 
submaxillary region. The tonsils were swollen, 
red, and showed a moderate amount of grayish 
exudate, but no true membrane was seen. The 
heart was negative except that the rate was very 
rapid with regular rhythm, about 120. Exam- 
ination of the abdomen was negative. The knee 
jerks and ankle jerks were not obtained. The 
first and third- fingers of the left hand showed 
small black suppurative areas at the nail bases, 
and there were red streaks leading along the 
dorsum of the hand to the middle third of the 
forearm. In the left axilla were two tender 
discrete glands about one by two centimeters. 
The submaxillary glands were just palpable and 
not tender. She was alert, and between gasps 
managed to say ‘‘I think I have diphtheria.’’ 
She denied any exposure to it, and her children 
did not have it. 

This was about two o’clock. She was immedi- 
ately put on the operating table and broncho- 
scoped through the tracheotomy wound, a small 
amount of bloody secretion being obtained by 
suction. A new tube was put in place. Then 
followed a great change; she was relaxed, quiet, 
and breathed easily. 

We thought at that time that it was best to 
treat her as if she had diphtheria, although a 
throat smear in the Emergeney Ward did not 
show Klebs-Loeffler bacilli and the skin test was 
negative ; so 30,000 units of diphtheria antitoxin 
was given intravenously and 10,000 units intra- 
museularly without incident. That was about 
four o’elock. The infected areas on the fingers 
were incised and drained and hot compresses on 
the left arm were started. At five o’clock a 
blood count, blood smear and blood culture were 
taken. The total leukocyte count was 1,000, the 
smear showing 100 per cent lymphocytes. 

At eight o’clock the course changed; multiple 
petechiae appeared on the arms and chest; the 
respiration became labored and shallow but not 
obstructed; the heart began to fail, showing a 
weak, rapid and thready pulse; the temperature 
was 103° by rectum. Death was at ten o’clock. 
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The following day the laboratory reported 
that a blood plate from the culture showed 
‘roughly 16,000 hemolytic streptococei per cubic 
centimeter of blood, the throat culture showed 
hemolytie streptococeus and staphylococeus al- 
bus, but that no Klebs-Loeffler bacilli were found 
in either the smear or the culture. 

Dr. Wyman Ricuarpson: There were no 
other glands? 

Dr. CHapMAn: The right axillary and in- 
guinal glands were normal. 

Dr. Epwarps W. Herman: Agranuloeytic 
angina—or I suppose a better term is agranu- 
loeytosis, because I understand that it is not 
always in the throat and that it is not always 
especially painful—seems to be common in the 
literature but not especially common in the hos- 
pitals. It is a disease which is being reported 
all:the time in our throat journals, but appar- 
ently its prominence is due to the fact that the 
eases are rare. This case is typical of overwhelm- 
ing toxemia. The patient when I saw her was 
obviously in need of tracheotomy. That gave 
some relief. That, however, is mere mechani- 
eal detail. The leukocyte count, the complete 
absence of polynuclears and the blood cultures 
plastered with colonies made an unusual picture. 


The question I should like to ask is this: can 
a person with a temperature of 104° to 105° 
from an infection not due to diphtheria be 
given diphtheria antitoxin in very large doses? 
Is that a thing to be avoided or not? 

Dr. CHAPMAN: The diphtheria antitoxin was 
given at four o’clock. There was no immediate 
reaction. She improved for the next three or 
four hours. 

Dr. Herman: I want this for general instrue- 
tion. What is the effect of antitoxin on a pa- 
tient who has not diphtheria? Irrespective of 
this particular case, what is the feeling in this 
matter? I remember a case in the Children’s 
Hospital some years ago. The ease was thought 
to be diphtheria. Large doses of antitoxin were 
given. The child died soon afterward, before 
it reached the Throat Room. We did a bron- 
choseopy after death. The only thing I could 
see was edema of the bronchial tree. There was 
no evidence of anaphylactic phenomena else- 
where. 

Dr. Tracy B. Mauuory: I should think it 
quite possible that in a sensitized person who 
already had some edema of the larynx, diph- 
theria antitoxin might increase that markedly. 
I should not think there was much possible harm 
in a non-sensitive person. Ordinarily where it 
is used in other conditions than diphtheria it 
ean only be considered foreign protein treat- 
ment, and a mild form at that. 

A Puysictan: Would a high temperature be 
a contraindication to giving it in a doubtful 
case ? 

Dr. Mautory: I should not think so, consid- 
ering the freedom with which acute typhoid is 
treated with massive doses of typhoid bacilli in 


some clinics. That would be infinitely more 
toxie than diphtheria serum. 

Dr. Herman: If that is so it should be given 
in every doubtful case. 

Dr. E. Parker Haypen: I recently operated 
upon a lady who had apparently a definite 
agranulocytosis with an anal ulcer as the only 
localized area of infection. It is now generally 
considered that agranulocytosis is not a disease 
in itself but simply a reaction of the body to 
sepsis, aS expressed in the blood picture. The 
infection is usually in the throat. Robert Buck 
of Boston reported a year or two ago in the 
Journal of the American Medical Association 
what he believed to be the first case with an anal 
uleer ever reported. Then Buie of the Mayo 
Clinie wrote Buck that he had reported the first 
case several years previously. So far as I know 
only these two cases have been reported. My 
patient was a woman with a leukocyte count 
down to 1800, profoundly toxic, with a tempera- 
ture of 102° to 103°. The only localized infec- 
tion which she had at all was quite a deep pos- 
terior ulcer about the size of a five to a twenty- 
five cent piece in the anal canal. I think that 
she was beginning to get well when she was 
operated upon, and would have recovered 
whether she was operated on or not. The chief 
reason for operation was that she had so much 
pain. All I did was to clean out the uleer and 
divide the sphincter. She had complete relief 
from the pain after operation. She is now per- 
feetly well. 

Dr. Mauuory: Is the blood now normal? 

Dr. Haypen: I do not know. I have not 
seen her lately. 


Dr. Ricnarpson: Cases of true agranulocy- 
tosis are rare. However, I wonder whether if 
one looked for them one would not rather fre- 
quently find patients probably with streptococ- 
cus infection who do badly and who show in 
the blood smear a marked decrease in polymor- 
phonuclear cells. 


Dr. Matuory: There is a great deal of argu- 
ment as to whether these cases are due to pri- 
mary defect or disease of the bone marrow or 
whether they could occur in anyone with the 
same overwhelming infection. There have been 
reported in recent vears a great many eases. The 
great majority of these showed hemolytie strep- 
tococeus, but a certain number showed organ- 
isms of very low virulence. I think it is quite 
possible that an overwhelming infection, par- 
ticularly with an organism of high leukocidal 
action like some strains of streptococci, could 
produee an agranulocytosis in an otherwise 
normal person. On the other hand the colon 
bacillus and pyoeyaneus reported in some eases 
presumably could not produce overwhelming 
disease in an otherwise normal person. There 
is one very interesting case recently reported by 
Dr. Brigham of a girl who in the past year has 
had three attacks of severe sickness in each of 
which she presented a typical picture of agranu- 
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locytosis. It is quite interesting that in her 
second and third attacks, preceding any clinical 
evidence of infection, before she had any fever 
or other symptoms, her polymorphonuclear count 
began to drop. Now apparently she is perfectly 
well again, with a normal blood picture four 
months after the last attack. Recovery must 
still be classed as very unusual. 

Dr. HaypEN: Two men in Georgia recently re- 
ported that same thing. They felt that agranu- 
locytosis was a thing that would reeur and that 
by careful watching of the blood smears they 
were able to diagnose it before any clinical 
symptoms developed. 

A PuysictAn: Do you consider it to be a pri- 
mary bone marrow disease? 

Dr. Mauiory: I still think it is possible that 
we are dealing with two conditions producing 
a similar result, one a primary bone marrow 
disease, the other an overwhelming infection 
with streptococcus hemolyticus which might oe- 
cur in anybody. 

Dr. Epwarp D. Cuurcnuimi: There is an in- 
teresting point that was raised in connection 
with a ease of this syndrome which I saw last 
year. A culture of streptococcus was recovered 
from the throat. There were symptoms and 


signs of osteomyelitis of the tibia, but explora- 
tion of the bone showed no pus. Granted strep- 
tococcus implantation in the bone via the usual 
blood stream route in the presence of agranu- 
locytosis, could there have been a_ localized 
formation of pus in response to the infection? 
Where are the pus cells to come from if there 
are no polymorphonuclear leukocytes ? 

Dr. Matnory: This case presents a very simi- 
lar picture. I think your implication that there 
could be no pus is undoubtedly correct. Sec- 
tions of the bone marrow show large numbers of 
streptococci present. There is a little fibrin, no 
leukocytes. In the same way sections from the 
larynx show necrosis and edema but no leuko- 
eytic infiltration. The sections of the bone mar- 
row show perfectly normal red cells, normal 
megakaryocytes, a very rare immature cell which 
might be a myeloid, but no definitely recog- 
nizable myeloid cells at all. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute edema of the larynx. 
ANATOMIC DIAGNOSES 


Acute laryngitis, streptococcus hemolyticus. 
Agranulocytosis. 
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HOSPITALS AS INVESTMENT 


Ir is of the nature of science to ask questions, 
and progress depends first on knowing what are 
the right questions to ask, and then finding the 
answers. So, as we gradually (very slowly, how- 
ever) become scientific, we scrutinize every social 
and individual activity, seeking to know all the 
facts, hoping to detect the significant facts which 
shall point out the way of advance. The hos- 
pitalization of medicine is a trend in society, a 
movement greatly accelerated in the twentieth 
century, which has reached a magnitude that 
most of us do not realize. The recently com- 
pleted study* of the financial investment repre- 
sented by hospitals indicates an astonishing total 
of over three billion dollars in the United States. 

The sources of this money, the uses to which 
it is put, the efficiency and adequacy of its em- 
ployment, the results of its diversion to these 
channels, call for consideration not only by hos- 
pital trustees and physicians, but by students of 
sociological problems who are not directly iden- 
tified with hospital work. It is the public who 


“See Book Review, ‘‘The Public’s Investment in Hospitals”, 
page 48 of this issue. 


ultimately pay for the hospitals and are the ulti- 
mate beneficiaries. The allocation of hospital 
costs needs much more careful study than has 
been given it. For example, why should the 
rich patient be compelled to pay for the hospital 
care of the poor patient? To what extent should 
fixed charges enter into an estimate of what a 
patient should pay for hospital care? 

A movement of the magnitude of the hospital- 
ization of medicine, involving such a capital in- 
vestment, and in which society has such a vital 
interest, should be subject to social control. But 
by what means? This opens a question of pro- 
cedure that goes far beyond medicine, which 
properly should determine adequate professional 
standards, and a popular solution is to have 
group conferences of individuals identified with 
the interests involved and let them fight it out 
until some are exhausted and somebody else 
wins. That such partisan representation and 
conflict is not universally acceptable is shown by 
the occasional appearance at conferences in- 
volving conflicting interests, of delegates-at-large 
who are supposed to ‘‘see life whole’’, and who 
can take a statesman-like view of the situation. 

Social control of the hospitalization of medi- 
cine should mean just this, control in the inter- 
est of society rather than by society, and en- 
deavors should be directed to finding and de- 
veloping those persons whose outlook goes be- 
vond the interest of the immediate parish. Per- 
haps there are too many hospitals; perhaps it 
would be more truly economical for society to 
care for more patients of certain groups in their 
homes; perhaps as new developments are pro- 
jected, they should take the form of adding to 
hospitals now in existence rather than creating 
new establishments. This has actually been the 
tendeney in some communities, but too little at- 
tention has been directed to community needs 
and too much to gratification of pride of small 
competing groups. 

There is one economic aspect of hospitals as 
investment that might be studied with profit; 
but coneerning which exact knowledge is diffi- 
cult to obtain. 

The public has contributed about three bil- 
lion dollars of capital investment, according 
to well recognized methods of estimating the 
money value of such investment. What is the 
economic contribution by the medical profession 
to the welfare of the public in their care for all 
those patients who give them nothing in the 
common medium of exchange? Of these in- 
digent vatients, many pay something for hos- 
pital eare, perhaps even its cost, but they pay 
nothing for the services of the physician. Why 
should the medical profession make this econtri- 
bution? Does any other group in society make 
a similar contribution? 

Here is a problem that will some day have to 
be faced again and an answer somewhat different 
from that given in the past will be necessary. 
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THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


Herppurn, Tuomas N. A.B., A.M., M.D. Johns 
Hopkins University 1905. F.A.C.S. Urologist, 
Hartford Hospital. Consulting Urological Sur- 
geon, New Britain General Hospital, New Bri- 
tain; Rockville General Hospital, Rockville; 
Charlotte Hungerford Hospital, Torrington; 
Manchester General Hospital, Manchester; Meri- 
den General Hospital, Meriden and Bristol Hos- 
pital, Bristol. His subject is: ‘‘Denervation 
and Displacement of the Ureter for Kidney 
Colic.’? Page 1. Address: 179 Allyn Street, 
Hartford, Conn. 


SHEDDEN, W. M. M.D. Harvard 1920. 
F.A.C.S. Assistant Surgeon to Outpatients, 
Massachusetts General Hospital. Surgeon to 
Outpatients, Collis P. Huntington Memorial 
Hospital. Visiting Surgeon, Chelsea Memorial 
Hospital. Assistant in Anatomy, Harvard Med- 
ical School. His subject is: ‘‘Non-Malignant 
Tumors of the Rectum.’’ Page 5. Address: 
270 Commonwealth Avenue, Boston. 


Stearns, A. Warren. M.D. Tufts College 
Medical School 1910. Dean, Tufts College Medi- 
eal Sehool. Commissioner, Massachusetts De- 
partment of Correction. His subject is: ‘‘Sui- 
cide.’’ Page 9. Address: Billerica, Mass. 


Donocuve, Francis D. M.D. Harvard 1894. 
Medical Adviser, Massachusetts Industrial Ae- 
cident Board 1914-1930. Chairman, Medical 
Section, International Association of Industrial 
Accident Boards and Commissions 1916-1920. 
United States Delegate International Congress 
of Industrial Accident and Occupational Dis- 
eases, Amsterdam, Holland 1925. United States 
Delegate International Congress of Industrial 
Accident and Occupational Diseases, Budapest, 
Hungary, 1928. His subject is: ‘‘The Medi- 
eal Examiner and the Relation of His Work to 
the Workmen’s Compensation Act.’’ Page 11. 
Address: 864 Beacon Street, Boston. 


Brancu, Cuartes F. M.D. University of 
Vermont 1928. Associate Professor of Path- 
ology, Boston University School of Medicine. 
Pathologist to Massachusetts Memorial Hospi- 
tals, Beverly Hospital, Salem Hospital and Cam- 
bridge Hospital. His subject is: ‘‘Group of 
Medieal Legal Cases from the Routine of the 
General Pathologist.’’ Page 15. Address: 80 
E. Coneord Street, Boston. 


Luctrer, Atvin A. Esq. Dartmouth College 
and Boston University Law School. City Solie- 
itor of Nashua, New Hampshire 1928-1930. 
Member of New Hampshire Bar Association and 
American Bar Association. At present, Treas- 
urer of Hillsborough County, New Hampshire. 
Chairman, American Red Cross, Nashua Chap- 
ter. His subject is: ‘‘Medical Testimony.’’ 
Page 19. Address: Nashua, New Hampshire. 


Bow ter, JoHN P. A.B., M.Se., M.D. Harvard 
1919. F.A.C.\S.. Dean, Dartmouth Medieal 
School. Member of Surgical Staff, Mary Hitch- 
eock Memorial Hospital. Address: Hitcheock 
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morial Hospital, Hanover, N. H. Address: 
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Is external version a rational procedure? 


In order to stamp any procedure as rational, 
one must be able to say that its advantages out- 
weigh its disadvantages by an appreciable mar- 
gin. Moreover, as the relation of advantage to 
disadvantage varies with each particular ease, 
no general answer can be given to the above 
question. 

Breech presentation has been, and still is the 
cause of extremely high infant mortalitv. The 
principal reasons for this are the liability to 
intracranial haemorrhage, due to pressure on 
the after-coming head; and the unavoidable pres- 
sure upon the cord, which, if too prolonged dur- 
ing extraction, results in asphyxia of the child. 
Besides these dangers to the infant, serious dam- 
age to the mother’s birth canal is of more fre- 
quent occurrence in breech extraction than when 
delivery is effected with the vertex presenting. 
Although the incidence of these evils is decreas- 
ing with improvement in the technique of extrac- 
tion, and with the increase in skill in applving 
foreeps to the after-coming head, vet it still is 
true that presentation by vertex is to be de- 
sired over that by breech, or the still less favor- 
able transverse or oblique. Any procedure 
which will safely change a breech, transverse, 
or oblique to a vertex presentation, therefore, 
may be said to be rational, and its attempt de- 
sirable. 

External version is a procedure which has 
been practiced for many years with varying de- 
grees of success. In comparatively recent years, 
it has come more into vogue, and the added at- 
tention paid to it has produced certain definite 
rules to be observed, as to indication, contra- 
indication, time in pregnancy, necessary condi- 
tions, and methods. 

The indications for attempting external ver- 
sion are limited, being three in number, viz.: 
1) to change the presentation from breech to 
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vertex; 2) to convert an oblique or a transverse 
to a vertex presentation; or, failing of this sec- 
ond, 3) to try the other end, and change the un- 
favorable oblique or transverse to a breech. 

No arbitrary list of contraindications to ex- 
ternal version can be given, but in general, they 
may be said to be those quoted by DeLee: mul- 
tiple pregnancy, marked pelvic contraction, dead 
foetus, previous Cesarean sear, threatened uterine 
rupture, hydramnios, oligohydramnios, prema- 
ture separation of the placenta, the onset of 
labor, placenta praevia, bicornuate uterus, and 
eclampsia. 

The most favorable time to attempt external 
version is at the thirtieth to the thirty-second 
week, of gestation, though successful version has 
been accomplished nearer term. The manoeuvre 
should never be attempted after labor has begun. 

The conditions mandatory to such an attempt, 
which should be carefully ascertained to be pres- 
ent in each ease, are: 1) the foetus must be freely 
movable in an unruptured sack, containing at 
least a moderate amount of amniotic fluid; 2) 
the patient’s abdominal wall must not be too 
fat to permit of fairly accurate palpation of the 
foetus; and 3) there must be good relaxation 
of the abdominal and uterine walls. 

Before the attempt at external version is 
made, the patient’s bowels and bladder should 
be emptied. Then, with the patient in the supine 
position, careful determination of the position 
and presentation of the foetus should be made. 
If the breech is presenting, and is lodged in the 


pelvie brim, it should be gently disengaged by 
pressure upwards with a hand on either side. 
Gentle pressure on the upper pole, preferably in 
the direction which will move the head in flexion 
towards the pelvie brim is then made with one 
hand, while with the other hand the lower pole 
is pressed in the opposite direction, and thence 


upwards into the fundus. Transverse and 
oblique presentations are corrected by similar 
manoeuvres, though the turning here may be 
in the direction which either extends or flexes 
the head, depending upon which side of the baby 
is downward. There is difference of opinion as 
to whether pads and binder help in maintain- 
ing the position of the foetus, once it is turned. 
It remains to enumerate the dangers and dis- 
advantages of external version, before giving an 
answer to the subject of this discussion. The 
most serious complication which might arise in a 
reasonably careful attempt at version is abruptio 
placentae. Minor degrees of separation of the 
placenta are not uncommon, according to re- 
ports. Labor may be started prematurely. 
Tightening of a cord coiled around the foetus, 
or tightening of an existing true knot in the 
cord may lessen the blood supply to the foetus 
or shut it off entirely, with asphyxia as the re- 
sult. For disadvantages of lesser order may be 
mentioned the fact that an abnormal presenta- 
tion frequently changes to a normal one spon- 
taneously during the last third of pregnancy, 
without the patient being subjected to the dis- 


comfort and risks of external version; that once 
the vertex has been turned down, the foetus 
may, and often does revert to its previous ab- 
normal presentation; and that it is conceivable 
that through a mistake in diagnosis, a vertex 
presentation may be exchanged for one less 
favorable. 

Having, then, the above information at hand; 
weighing the evidence for and against; and 
especially having in mind the favorable experi- 
ence of investigators who have published their 
work, it seems to the writer that to attempt 
external version within the limits outlined is 
an entirely rational procedure. 


Questions of a similar nature to the above will be 
discussed in the Journal each week. They may be 
addressed to the Clerk of the Committee in care of 
the Journal and will be answered by members of the 
a of the Section of Obstetrics and Gyne- 
cology. 


REQUIREMENTS FOR ENTERING THE MASSA- 
CHUSETTS MEDICAL SOCIETY IN THE EARLY 
DAYS 


AN OLD DOCUMENT IN THE FILES 


At a Meeting of the Massachusetts Medical Society 
—June 2, 1784— 

Voted: That a Committee be appointed to take 
into Consideration, the Laws & Resolutions of the 
Society, respecting such Candidates for the practise 
of Physic & Surgery, as have been approved by the 
Censors. 

Voted: That Dr. Holten, Dr. Sawyer and Dr. 
Rand Junr. or a majority of them be a Committee for 
the above purpose— 

A true Copy from the Records 
Attest 
N. W. Appleton, Reco Secry 


Hon: Doctr Holten— 


LAWS—CHAP: 6th 


Sect: 2 When any candidate shall have passed the 
Examination of the Censors & have been approved; 
a Certificate thereof shall be given by the examining 
Censors to the Recording Secry to be inserted in the 
Records of the Society. 

3. All letters testimonial of the Approbation of 
the Censors (given to) any Candidate in consequence 
of their Approbation shall be signed by at least 
three of the Censors, and the president shall sub- 
scribe his name and affix the Seal of the Society. 

4. The following Certificate of Approbation writ- 
ten on parchment (mutatis mutandis) shall be given 
by the Treasurer to any approved Candidate at his 
request by paying the Charges thereof, viz. 

These certify etc. etc. 


At a Meeting of the Massa Med. Socy April 9, 1783 


Voted: That a certain Sum be paid by all these 
Candidates for practise, who, after having passed the 
Examination of the Censors & been approved, shall 
receive Letters testimonial under the Seal of the So- 
ciety. 
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Voted: That eight spanish milled Dollars be the David Hosack, who was born in New York 


Sum mentioned in the last vote, & that it be paid 
into the treasury for the use of the Society. 
A true copy 
Attest 
N. W. APPLETON, Secry 


-THE BOSTON MEDICAL LIBRARY 


DAVID HOSACK, M.D. 


Two or three significant features common to 
the lives of the physicians of the 18th and 19th 
centuries, as well as to those of an earlier period, 
are worthy of consideration in any attempt to 
understand the suecess which they achieved. In 
the first place the character of their intellectual 
training was adapted to develop in them inde- 
pendence of thought, self-reliance, liberality and 
moral integrity. Many of them were ‘‘hand 
raised’’, so to speak. Their preliminary educa- 
tion was often under the tutorial system and a 
part at least of their professional training was 
with a preceptor. Though lacking, as we should 
be disposed to think in this day, an adequate 
discipline in the fundamental medical sciences 
they nevertheless secured in one way or another 
that part of a scientific training that constitutes 
its real essence. Natural philosophy, which 
ecompassed the science of the period, imparted to 
many who were brought up with the current 
knowledge of it, the investigative spirit which 
the science of today develops in its devotees. It 
is interesting to note how often a knowledge of 
Botany, so useful at a time when materia medica 
played an important réle in the medical curricu- 
lum, became a hobby, resulting in the cultivation 
of plants, shrubs and trees, partly for the praec- 
tical purposes of pharmacy and partly from 
interest in horticultural pursuits. The thor- 
oughness of their discipline in the ancient lan- 
guages and the emphasis laid upon history and 
religious instruction supplied cultural and moral 
incentives often lacking in present-day medical 
education. In a recent publication of the Asso- 
ciation of American Medical Colleges is a report 
by an investigator who has studied the educa- 
tional system at present in vogue in Norway, 
where emphasis is still laid heavily on language, 
general history (from its cultural side), and 
the history of religion, in the fitting of men for 
the University course in medicine. It is related 
of Wilkie that he was in the Escurial looking at 
Titian’s picture of ‘‘The Last Supper’’ when an 
old attendant said to him, ‘‘I have sat daily in 

sight of that picture for more than three score 
years. ... More than a generation has passed 
away, and there the figures in the picture have 
remained, unchanged. I look at them till I some- 
times think that they are the realities and we 
but the shadow.’’ Some such thought as this 
comes over one who spends a little time in study- 


ing the lives of the fathers of medicine. 


December 31, 1769 furnishes an illustration of 
the value of certain of the features of medical 
training prevailing in the late 18th century. 
His father came from Scotland as an artillery 
officer with Sir Jeffrey Amherst and was with 
him at the retaking of Louisburgh. His mother 
was part English and part French. After re- 
ceiving such instruction while a schoolboy as 
was accorded at that time he became, in 1784, 
a pupil at the Rev. Dr. MeWhorter’s Academy 
at Newark, where he studied particularly Latin, 
mathematics and geography but finding that 
Greek was better taught by Dr. Peter Wilson in 
Hackensack he enrolled with him. In 1786 he 
beeame a freshman at Columbia where he con- 
tinued until part way through his junior vear. 
He put in extra time studying the classies and 
French with a private tutor. At about this 
time he decided to study medicine and entered 
the office of a prominent New York surgeon, Dr. 
Richard Bayley. Shortly after beginning his 
medical studies he became involved in the ‘‘ Doe- 
tors Mob,’’ an affair growing out of a raid made 
upon some medical students who were dissecting, 
where he received an injury which came near 
terminating his career. He realized the value 
of securing his arts degree before completing his 
medical studies so he removed to Princeton and 
being admitted to the senior class he took his 
A.B. degree from that institution, in 1789. He 
then returned to New York to pursue his medical 
studies but found a rather disorganized school 
at Columbia, though there were a few teachers 
there conspicuous for their ability, viz.: Bard 
and Wright Post. He was persuaded to go to 
Philadelphia where Rust and Physick were the 
outstanding practitioners and teachers. He took 
his medical degree in 1791 when he was twenty- 
two, after a year’s attendance at the University 
of Pennsylvania. He then married Catharine 
Warner, whose acquaintance he had made while 
at Princeton, and sought a place to settle where 
he thought there was good prospect for the rapid 
development of a practice. He went to Alex- 
andria, Va., and though patronage came with 
sufficient rapidity, the fees were so small that 
he could not support his family, so he returned 
to New York. He soon realized that it was 
only those who had been educated to some extent 
abroad who were successful in the city, so he 
determined upon going to Great Britain, leav- 
ing his family at his father’s home. He spent 
a year at Edinburgh studying at the University, 
chiefly along medical lines and profiting greatly 
through association with many of the most nota- 
ble literati, divines, lawyers, as well as doctors, 
who foregathered in the Scottish capital at that 
time. It was probably in great measure due to 
this experience that he became the genial, cul- 
tured gentleman that he was shown to be in his 
later years. From there he went to London 
and became a pupil of Sir James Earl, John 
Hunter’s son-in-law. He made many worth- 
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while contacts while in London, as he had in 
Seotland, with men both in and outside the 
profession of medicine, but never lost sight of 
the main object of his stay in England. He 
studied medicine, surgery, obstetrics, anatomy 
and botany and presented a paper to the Royal 
Society entitled ‘‘ Observations on Vision’’ which 
was published in the Society’s Transactions. In 
1794 he returned to New York on a ship where 
he had opportunity to acquire considerable dis- 
tinction because of his services in the treatment 
of an outbreak of typhus fever in the steerage. 
Because of this he was introduced to Alexander 
Hamilton and Aaron Burr upon his return, 
both of whom employed him professionally. In 
the case of Hamilton he was a lifelong friend 
as well as his physician. It was Hosack who 
attended him on the ‘‘field of honor’’. The 
first year after his return, his professional in- 
come amounted to $1500 which was a large sum 
for the first year of a physician’s practice in 
those days. Dr. Bard, who was one of New 
York’s most prominent practitioners, took a lik- 
ing to him and they entered into a partnership. 
When Bard died a few years later Hosack fell 
heir to his practice. Three years after his re- 
turn he was made Professor of Materia Medica, 
having taught Botany for two years. The Co- 
lumbia School was in the doldrums at this time, 
only 34 students having been graduated between 
1792 and 1811. It was during this period that 
he established the Elgin Botanical Garden which 
he gave to the authorities of Columbia College. 
When Columbia and the medical school of the 
College of Physicians and Surgeons were merged 
he was first appointed to the Chair of Materia 
Medica and Botany, then to that of Surgery and 
Midwifery and finally, in 1811, to that of the 
Theory and Practice of Physie in which he was 
particularly interested. Perhaps his greatest 
contribution was to the understanding of the 
nature of yellow fever and its better treatment. 
He had unusual opportunities to study it in the 
several epidemics of this disease that were vis- 
ited upon New York in his day. He never de- 
serted his post when the disease was prevalent 
nor failed to take advantage of every oppor- 
tunity to study it. During one of its visitations 
he contracted it. In Surgery he was the first 
in America to tie the femoral artery. He treated 
hydrocele by injection and wrote papers on 
Tumors of the Breast, ‘‘Tic’’, Anthrax, Tetanus 
and Glossitis. He was a strong advocate of ex- 
posure of wounds to the air for the control of 
hemorrhage, a method later advocated by Sir 
Astley Cooper and Dupuytren. After 1808 he 
devoted most of his energies to medicine. He 
was a positive and dogmatic lecturer carrying 
weight with his students and was therefore an 
inspiring teacher. He was opposed to specializa- 
tion, believing it to lead to mental indolence. 
He was always on the lookout for opportunities 
to help deserving young men and not infre- 
quently did he make them members of his house- 


hold. He was an eminent citizen as well as an 
outstanding physician. He was the founder of 
the Humane Society, the originator and editor 
with Dr. Francis, of the American Medical and 
Philosophical Register; he remodeled the Dis- 
pensary, was an early advocate of vaecination 
and urged the erection of municipal contagious 
hospitals and the formulation of national quar- 
antine regulations. He won the appreciative 
commendation of Chief Justice Marshall, Chan- 
cellor Kent and Story for his eulogy of his friend 
DeWitt Clinton. Taking a clue from the ex- 
periences of his student days in Edinburgh he 
kept ‘open house’’ on Saturday njghts in his 
later years, where he entertained the celebrities 
of the day who chanced to be stopping in New 
York and these occasions were memorable for 
the numbers and quality of those who attended. 
The last six years of his life he spent at his 
eountry estate on the Hudson where he died at 
the age of 66, on the 22nd of December, 1835. 


MISCELLANY 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 
The American Board of Obstetrics and Gynecology, 
composed of nine members and examiners, elected by 
The American Association of Obstetricians, Gyne- 
cologists, and Abdominal Surgeons, The American 
Gynecological Society, and the Section on Obstetrics, 
Gynecology, and Abdominal Surgery of The American 
Medical Association, was formally organized in 
Niagara Falls, September 16, 1930. The function 
of the Board is to grant certificates indicating pro- 
ficiency and specialization in Obstetrics or Gynecol- 
ogy, or both, to those who comply with its require- 
ments. 
The nine members of the Board are:— 
Dr. Walter T. Dannreuther, New York City 
Dr. Fred L. Adair, Chicago 
Dr. E. A. Schumann, Philadelphia 
Dr. Paul Titus, Pittsburgh 
Dr. Joseph L. Baer, Chicago 
. Jennings C. Litzenberg, Minneapolis 
. Robert D. Mussey, Rochester, Minn. 
. E. D. Plass, Iowa City, Iowa 
. G. D. Royston, St. Louis 
This Board has been in the process of organization 
since 1927. It puts into action a determined effort 
on the part of these three national organizations to 
improve the standards of practice of obstetrics and 
gynecology. It expects to accomplish this by various 
activities, such as the investigation and encourage- 
ment of graduate extension study facilities and active 
clinical assistantships for men desiring to specialize 
in these branches, and it will endeavor by regular 
examinations to determine the competence of spe- 
cialists in obstetrics and gynecology who apply for 
the certificate. Certain outstanding specialists will 
be granted certificates on the basis of their attain- 
ments alone, but only by a vote of the entire Board 
after recommendation by the Committee on Require- 
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ments. A second group is asked to undergo a prac-| The cholera situation in most countries where 


tical clinical examination, whereas a third and 
younger group has both written and clinical examina- 
tion and must submit records of a group of cases in 
order to qualify. 

The national obstetrical and gynecological organi- 
zations, which have participated in the formation of 
the Board and are sponsoring its activities, as well 
as other societies, attach considerable importance to 
its Certificate. It is expected that both the medical 
and the lay public, including hospital directors, will 
soon come to utilize the certificate from this Board 
as a means of discriminating between those who 
are well grounded as specialists in obstetrics and 
gynecology and those who are not. 

The Board does not intend in any way to interfere 
with or limit the professional activities of any duly 
licensed physician, but it does aim toward standard- 
ized qualifications for specialists in obstetrics and 
gynecology. 

Any well qualified obstetrician and gynecologist 
should have no difficulty in obtaining a certificate 
and the Board is desirous of receiving applicaticns 
from those to whom this applies. 

The first examination for candidates will be held 
simultaneously in nineteen different cities of this 
country and Canada on Saturday, March 14, 1931. 

Detailed information and application blanks may 
be secured from Dr. Paul Titus, Secretary, 1015 High- 
land Building, Pittsburgh, Penna. 


HEALTH CONDITIONS THROUGHOUT THE 
WORLD 


Surgeon General H. S. Cumming in a report Tre- 
cently submitted to Congress points out that there 
has been a constant interchange during the past year 
of sanitary information by the Public Health Service 
with other nations of the world through the Inter- 
national Office of Public Hygiene at Paris, the Pan 
American Sanitary Bureau, and other agencies. Val- 
uable epidemiological intelligence was also received 
by the Public Health Service through American 
consuls, officers of the Service stationed abroad, and 
directly from foreign governments. 

The fiscal year ended June 30, 1930, was a rela- 
tively favorable year. The general death rate was, 
as a rule, less for that period than for the corre- 
sponding period of the preceding year and approach- 
ing the unusually low death rate of the year ended 
June 30, 1927. 

Throughout the Northern Hemisphere influenza 
and pneumonia were at low levels during the year. 

Of minor importance with regard to the total num- 
ber of cases, but of great interest because of the 
nature and severity of the disease, was the epidemic 
of psittacosis which occurred in the Winter of 1929- 
1930. Between 350 and 400 cases were reported 
throughout the world, with a case fatality of 35 to 
40 per cent. The disease appeared more or less si- 
multaneously on three continents, Europe, South 
America and North America. In January, 1930, a 
number of countries had prohibited the importation 
of parrots, and the epidemic subsided. 


that disease is prevalent has been relatively favor- 
able during the year. A considerable epidemic of 
cholera occurred in the Spring of 1930 in the central 
provinces of India, but the situation elsewhere in 
India was relatively favorable. Cholera was reported 
in the Philippine Islands in May, 1930. At the close 
of the fiscal year the disease had appeared in Manila 
and in several islands in the central part of the 
archipelago, and the number of cases was increasing. 
Cholera has appeared in the Philippine Islands fre- 
quently during the recent years, but the epidemics. 
have not assumed the devastating proportions which 
formerly characterized the disease there. 

During the fiscal year plague appeared in certain 
African centers near Mediterranean trade routes. 
In Northern India, which has hitherto furnished 
more cases than all the remainder of the world com- 
bined, there has been almost constant improvement 
since 1924. 

Yellow fever was reported from the west coast of 
Africa and from Brazil and Colombia in South 
America during the year. 

According to available reports, the general situation 
with respect to typhus fever was unusually favorable. 

In a number of countries, including India, Eng- 
land and Wales, and the United States, a larger num- 
ber of cases of smallpox were reported than during 
recent preceding years.—United States Public Health 
Service. 


SOME DETAILS OF THE WORK OF THE 
DIRECTORY FOR MOTHERS’ MILK 

The Directory for Mothers’ Milk is operating at 
its new laboratory at the Lying-In Hospital, 221 
Longwood Avenue, Boston. The new laboratory is 
larger and more adequately equipped and will en- 
able the Directory to meet the increasing demands 
from the Boston Hospitals more efficiently than ever 
before. 
The Directory was established in 1910 by Dr. 
Fritz Talbot, who realized how essential it was for 
young babies to have human milk to get the right 
kind of a start in life. It was the first institution 
of its kind in America, but in the last few years 
laboratories in New York, Detroit, Los Angeles, St. 
Louis, Hartford, and Pittsburgh have been estab- 
lished. 
The Directory serves a twofold purpose. It not 
only provides mothers’ milk for babies who need 
it in order to become strong, healthy children, but 
it paid out over $11,000 last year to mothers for their 
milk supply. In many homes this new source of 
income was more than welcome. 
Every morning the Directory nurses start out on 
their rounds for their daily supply of milk. As soon 
as the morning’s supply of milk is brought into 
headquarters, it must be pooled, rebottled, and steri- 
lized before it is ready for distribution. Most of it 
goes to hospitals. Many ounces go to private homes 
and still more is shipped to towns all over New 
England where parents and physicians depend upon 
the reinforcements of each day’s supply in their bat- 
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CORRESPONDENCE 


DR. BIGELOW’S STUDY OF ARTHRITIS 


Editor, New England Journal of Medicine: 

The recent article in the New England Journal of 
Medicine (December 18, 1930) by the Massachusetts 
Health Commissioner brings to the attention of the 
medical profession, and the public as well, a matter 
that has long confronted us. There are some things 
that are worse than death and one of them is in- 
validism, particularly so when it falls to the lot of 
wage earners. Dr. Bigelow presented no statistics to 
indicate whether in his, as yet incomplete survey, 
women were less numerous in the class of the dis- 
abled arthritics than is the case with men, and though 
it would appear, offhand, to present a more distress- 
ing situation if male incapacitation were the greater, 
numerically, it may well be that this is only appar- 
ently true. When there are young children the loss 
of the housewife and mother may have effects on the 
family, and through it upon society, quite as damag- 
ing as the merely financial deprivation that the fath- 
er’s loss to industry might entail. We are coming 
more and more to look upon health problems from 
their social aspects and where it can be shown that 
economic loss is sure to be involved in a failure to 
find a solution to such matters, there is a greater 
appeal than where alleviation of human, physical 
suffering is the main issue. A thought that natu- 
rally suggests itself to one who reads this short arti- 
cle of the Commissioner’s is: Have arthritic diseases 
been increasing in number as our civilization has 
become more complicated? Are the causes which have 
operated to produce an increase (if such there has 
been) those which tend to wear out the human organ- 
ism and therefore lower its resistance to infection, 
disturb its metabolism, overstimulate its endocrine 
chain or exhaust its nervous reserves. If so the so- 
cial aspects of the importance of these diseases takes 
on a broader significance when the methods of com- 
bating their lesions are before us for consideration. 

Methods of prevention will be the ones to stress at 
the outset of any campaign directed to the relief of 
the situation for the reason that to a considerable 
extent, at least at the present time, patients suffering 
from these conditions are living under the traditional 
impression that “rheumatism” is one of the necessary 
ills to which all flesh is heir and there is but little 
one can do about it except to make such adjustments 
as the exigencies of the particular case may demand, 
and in particular that the worst thing one can do 
is to submit to it before one is compelled to do so. It 
is to those who are just entering upon the decade- 
long period that precedes any considerable disability, 
that one’s preventive advice must be gotten across. 
Not much, relatively, can be expected from the treat- 
ment of those already well started on their career. 
This is the first attempt to approach this subject 
from an angle that promises to open up leads that 
are not narrow and restrictive. Whatever one’s pre- 
dilections may be as to the classification of arthritis 
they should welcome a social survey of this entire 


field, for it may very well be that an investigation 
which will deal with such large numbers may provide 
the material for confirming or contraverting our pres- 
ent ideas of classification, in whole or in part. 

Students of the subject have been groping in the 
dark, following now this and now that clue, and 
though we are provided with a classification that is 
fairly widely acceptable and has furnished a good 
working hypothesis, there is still much confusion and 
uncertainty, and much unproductive research is being 
carried on. Too little study has been directed to the 
natural history of these manifestations of joint trou- 
ble, the angle from which the matter has been ap- 
proached being from the narrow viewpoint of path- 
ology or the too often prejudiced standpoint of the 
“focal infectionist’”. The disposition to regard every 
process as directly or indirectly the result of a spe- 
cific bacterial activity has resulted in confirming the 
methods of study to those procedures which are cal- 
culated to disclose data of that nature. The prob- 
lems in a goodly number of diseases where just 
enough evidence may be adduced to cast the suspi- 
cion of an infectious origin into the problem, seems 
to be to study enough of such cases to determine 
whether the infectious element may not be an accre- 
tion and not the underlying pathology. 

Whatever may be the role of the endocrine glands 
in governing the metabolism of the body in a state 
of health, it is quite as logical to infer that disturb- 
ances in the chemistry of the body may provide a 
dysfunction of these glands as it is that hyper- or 
hypo-activity of these structures is responsible for 
aberrations in the tissue building activities of the 
body cells. It would therefore appear that a purely 
clinical investigation of the incidence and course of 
development of the arthritides offers a more promis- 
ing angle from which to study them than do the 
methods of the pathologist, endocrinologist or any 
other worker in a restricted field. It is for this 
reason that it seems to me that the investigation 
which Dr. Bigelow and his co-workers has under- 
taken should be backed up by the most whole- 
hearted codperation of every individual physician 
and agency in the State to the end that the confu- 
sion which has so long existed may be confounded 
and that the disability and distress which these dis- 
eases entail may be reduced to a minimum. 

CHARLES F. PAINTER. 


MEDICAL NEWS FROM CLEVELAND, OHIO* 

A recent meeting of the Trustees of Western Re- 
serve University confirmed the unanimous election by 
the faculty of the School of Medicine of Dr. Carl H. 
Lenhart as Professor of Clinical Surgery and Chief 
of the Division of Surgery at City Hospital. Both 
in the faculty and City Hospital Dr. Lenhart will 
fill the vacancy left by the death of Dr. Carl A. 
Hamann January 12, 1930. His appointment looks 
to the strengthening of the division of Surgery at 
City Hospital by the organization of a continuous 
rather than intermittent service by the visiting staff. 


*From our special correspondent. 
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Dr. Lenhart will retain his office as Director of the 
Surgical Division of St. Luke’s Hospital, whose trus- 
tees have also approved his new appointment. He 
will give half of his time to his new position at City 
Hospital where he will have associated with him Dr. 
Samuel O. Freedlander who for many years has held 
a responsible post there. 

The new surgical chief is a graduate of Adelbert 
College and School of Medicine. After an interne- 
ship and residency at Lakeside Hospital, he served 
as an instructor and associate on the faculty of 
Western Reserve University. He has taken part in 
many interesting medical research problems among 
which were Dr. Crile’s early work in shock, hem- 
orrhage, and transfusion and Dr. David Marine’s 
goitre study leading to the discovery of the iodine 
treatment. Probably his most notable individual 
contribution has been his work on chest wounds. For 
the last five years he and Dr. Freedlander have been 
at work concerning surgical shock. 

Dr. Lenhart is a Fellow of the American College 
of Surgeons, member of the American Physiological 
Society and of the local medical organizations. 


On September 1, 1930 Dr. Russell Landram Haden 
became a member of the permanent staff of the Cleve- 
land Clinic Foundation. He heads the Division of 
Internal Medicine, filling the vacancy left by the 
death of Dr. John Phillips. His time will be devoted 
to consultation with patients and to the promotion 
of medical research. Dr. Haden is a graduate of the 
University of Virginia and the Johns Hopkins Uni- 
versity School of Medicine. He came to Cleveland 
from the University of Kansas where he was Profes- 
sor of Experimental Medicine. He is a member of 
the Kansas City Academy of Medicine, The Jackson 
County Medical Society, The Association of American 
Physicians, The American Society for Clinical Inves- 
tigation, The American Clinical and Climatological 
Association, and The Central Society for Clinical 
Research. 


The meetings of the various sections of the Cleve- 
land Academy of Medicine have been made interest- 
ing by the presence of men outstanding in their fields. 
Among the more noted have been Oscar Klotz, Pro- 
fessor of Pathology at the University of Toronto, 
who was co-worker with Dr. Noguchi and Dr. Yung 
in the investigation of yellow fever in West Africa 
and Bela Schick, inventor of the Schick test for diph- 
theria. 


ADEQUATE PASTEURIZATION 


‘fhe Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
December 23, 1930. 
Editor, New England Journal of Medicine: 

Recently the Journal commented on the report of 
milk borne typhoid outbreaks in the United States 
in 1929 as collected by Dr. Crumbine of the Ameri- 
can Child Health Association. It was stated that 


only one of these outbreaks was traced to pasteur- 
ized milk. I have recently had a report from the 
State Health Department of Iowa where this out- 
break occurred. It appears that the milk was ap- 
parently adequately pasteurized but that unsterilized 
bottles were used and the Iowa authorities thought 
the evidence was that it was spread by contaminated 
bottles collected from a house where there were in 
all six cases, all of which terminated fatally. In 
other words, adequate pasteurization is not merely 
the application of heat for the proper length of time 
but should also imply scrupulous handling of the 
milk after pasteurization. Too many people seem 
to think that a milk once pasteurized is as bullet- 
proof against contamination as an army tank. 

Yours truly, 

George H. Bigelow, M.D., 
Commissioner of Public Health. 


A CRITICISM OF THE REVIEW OF THE BOOK 
UNDER THE TITLE OF “THE BASIS OF 
EPILEPSY” 

524 Commonwealth Avenue, Boston. 
December 18, 1930. 

Editor, New England Journal of Medicine: 

I should feel pleased that your reviewer (in issue 
of November 29) found ‘one valuable point” in my 
recently published book, “The Basis of Epilepsy” but 
that the remainder of the review is so inaccurate 
that I will appreciate your courtesy in allowing me 
to correct it. 

Your reviewer states: “But any writer on epilepsy, 
who does not mention Jacksonian epilepsy, whose 
bibliography with but one exception is twenty-three 
or more years old, and who states,—‘For the writer 
there is no question of epilepsy being a disease en- 
tity’, cannot expect to have his book considered 
authoritative.” 

I assure you that I implicitly considered Jackson- 
ian epilepsy; it is one of the modalities of the disease. 
What puzzles me is how: your reviewer missed read- 
ing my reason for upholding the dreadfully heretical 
opinion that epilepsy is a disease entity. Was he so 
shocked that he overlooked the very next sentence? 
Here it is: “Its numerous modalities are unified in 
every case by the presence of diseased fibres of the 
vegetative system, which are manifested by objec- 
tive signs so characteristic that a diagnosis between 
the seizures is possible means of them.” 

And your reviewer’s animadversion on my “biblio- 
graphy” is an error. That bibliography is specific- 
ally connected, as the text states, to the sole ques- 
tion of the disease entity of epilepsy: it covered 
authorities in favor of that opinion from Hippocrates 
to Turner. I would appreciate any later reference 
on that point. It is inaccurate for your reviewer to 
override the statement in the text and make it ap- 
pear that the bibliography applied to the general sub- 
ject of epilepsy, and thus have it inferred that the 
book was “twenty-three or more years” behind the 
times. 

What may be termed a sin of omission grieves me 
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more than these petty inaccuracies, although they 
hurt enough. I note that the chapter on the vaso- 
motor reflexes of the skin (a new contribution to 
neurology) and that giving a Method of diagnosing 
epilepsy between the seizures (another new con- 
tribution) have escaped a notice,—hardly fair to your 
progressive readers who look to your book notices 
for at least an inkling of what the books contain. 
Very sincerely yours, 
Epwarp A. Tracy, M.D. 


RECENT DEATH 


BUZZELL—Dr. DaniEL THOMPSON BuzzeLt, for 46 
years a practitioner -of Wilmington, died in that 
town December 21, 1930, aged 73. 

The son of Burnham and Ann Mary Bickford Buz- 
zell he was born in Lee, N. H., April 19, 1857. After 
graduating from the local schools he received an 
M.D. from the University of Vermont College of 
Medicine at Burlington in 1883 and settled in prac- 
tice in Dorchester. The following year he moved 
to Wilmington where he spent the rest of his life. 
For many years he was the only physician of the 
town and for 45 consecutive years he was agent of 
the board of health. 

Dr. Buzzell was a member of the Delta Upsilon 
fraternity of Friendship Lodge, A. F. and A. M. He 
joined the Massachusetts Medical Society in 1884 
and was a councilor from the Middlesex East Dis- 
trict in 1902. 

He was in poor health for several years and had 
relinquished much of his practice. His widow and 
one son survive him. 


— 


NEWS ITEM 


HARVARD MEDICAL SCHOOL NOTES—Under 
the auspices of the Howe Laboratory of Ophthalmol- 
ogy two lectures on “Recent Works in the Metabo- 
lism of the Eye” were delivered at the Harvard Medi- 
cal School during the week of December 15, by W. 
Stewart Duke-Elder, lecturer on ophthalmology, Uni- 
versity of London. 

Dr. Duke-Elder undertook the study of the eye 
from the chemical and physiological aspects in an 
effort to learn the fundamentals involved in the 
metabolic processes taking place. While the 
metabolism of the eye is not yet very clear, he gave 
a very interesting discussion of the methods used 
and the observations made by himself and his as- 
sociates. 

In his second lecture the clinical applications of the 
laboratory studies were discussed with especial ref- 
erence to glaucoma and cataract. 


NOTICES 


A CHANGE OF NAME 


Dr. Harold Ragolsky of Cambridge, Mass., has an- 
nounced that after January 1, 1931, his name will 
be Harold Rogell, and that his address will be 377 
Angell Street, Providence, R. I. 


TO PUBLISH NEW PSYCHIATRIC DIRECTORY 


INFORMATION SOUGHT REGARDING PUBLIC CLINICS 

In 1928, the second edition of the Directory of 
Psychiatric Clinics for Children in the United States 
was published. This Directory included, in addition 
to a list of clinics offering psychiatric service for 
children, a brief description of any psychiatric serv- 
ices conducted by state departments, a list of state 
hospitals and institutions for mental cases, and a 
statement of the activities of state and local socie- 
ties for mental hygiene. This material is now being 
again revised and brought up-to-date. In addition to 
what was obtained in 1928, material will be gathered 
relative to psychiatric clinics for adults. 

The success of this compilation depends largely 
on the codperation and assistance of the directors of 
psychiatric clinics. The gathering of data relative 
to psychiatric clinics for adults is especially difficult, 
as no recent directory of such clinics is available. 

All neurological, neuropsychiatric and psychiatric 
clinics accepting psychiatric cases for psychiatric 
study and treatment should be included in this Di- 
rectory. Will all directors of clinics, providing 
psychiatric service for either children or adults, 
please communicate with Dr. George Stevenson, Di- 
vision on Community Clinics, National Committee 
for Mental Hygiene, 370 Seventh Avenue, New York 
City, if they have not already received a ques‘ion- 
naire requesting information relative to their clinic, 
for inclusion in the Directory. 

This Directory does not include services offered on 
a private pay basis. Such information will be pro- 
vided by the American Psychiatric Association, or 
the National Committee for Mental Hygiene on re- 
quest. This will be stated in the Directory. 


INTERNATIONAL MEDICAL POSTGRADUATE 
COURSES IN BERLIN 

are arranged with the help of the medical faculty 

of the University by the Lecturers’ Association for 

medical continuation courses and the Kaiserin 

Friedrich-Haus. 


CouRSES IN MARCH-APRIL, 1931 


1. Continuation course on pathology (from 2-7- 
III), fee RM 50.— 

2. Summary course for practitioners—one week 
the doctor in practical therapeutics, one week the 
doctor in practical diagnostics (from 9.-21.1II.) fee 
RM 75.— 

3. Continuation course on practical improvements 
in ray-therapeutics (from 22.-29.III.) fee RM 80.— 

4. Special course on surgery (from 13.-18.IV.) fee 
RM 75.— 

5. Single courses on all special fields of medical 
science, including practical work are monthly, 


The information bureau of the Kaiserin Fried- 
rich-Haus fiir das arztliche Fortbildungswesen, 
Berlin NW, 6, Luisenplatz 2-4, instrumental in pro- 
curing suitable lodgings, gives information as to 
cost of stay, arranges the attendance in clinics at 
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operations, etc., and, upon desire sends detailed 
syllabuses. 


— 


REPORTS AND NOTICES OF 
MEETINGS 


WILLIAM HARVEY SOCIETY LECTURE 


On Friday evening, December 12, 1930, Dr. Elliott 
P. Joslin, clinical professor of medicine at Harvard 
Medical School, addressed a large audience at the 
Beth Israel Auditorium on the subject, “The Carbo- 
hydrates in the Body.” This address was sponsored 
by the William Harvey Society of Tufts College Med- 
ical School. Dr. David Rapport, professor of phys- 
iology at Tufts College Medical School, was chair- 
man of the evening. 

Dr. Joslin referred to the great names in medi- 
cine associated with the history of carbohydrate Sir 
Thomas Willis, Matthew Dobson, Claude Bernard, 
and described his own fortunate introduction to gly- 
cogen by study with Professor Russell H. Chittenden 
and his tragic introduction to the sugar or lack of 
it in the blood by that hard-boiled Professor Experi- 
ence through cases of hypoglycaemia, due to inani- 
tion formerly and to overdosage with insulin re- 
cently. He commented upon the necessity of 
study, experience and observation to make up the 
art of medicine. 

The transformation of the different types of carbo- 
hydrate in the body were described and the contrast 
pointed out between the complete utilization of as 
much as 300 grams cane sugar when taken by mouth 
as compared with the total lack of utilization of 10 
grams of the same kind of sugar if injected sub- 
cutaneously. The tenacity with which the body 
clings to its carbohydrate as glycogen and glucose 
was emphasized and especially the holding power of 
the heart and in the heart particularly that of the 
burdle of His. A low content of glycogen in the 
muscles means muscular weakness, coma, convulsions, 
death. The mobilization of carbohydrate by im- 
pulses travelling along the sympathetic nervous sys- 
tem to the liver and adrenals was described and the 
part played by pituitrin and the 4th ventricle way 
station, thyroxin, insulin, adrenalin, exercise, cold, 
starvation, and phlorhizin. 

The recent phases of the work upon the distribu- 
tion of sugar and glycogen in the skin as well as in 
the liver, muscles, kidneys and pancreas was men- 
tioned, and slides prepared by Dr. Shields Warren 
showing some of these features were shown. 

The relatively small quantity of carbohydrate in 
the body was discussed, only 167 grams in Bene- 
dict’s fasting man, and the possibility of its re- 
plenishment by the katabolism of the protein mole- 
cule and the glycerol of the fat molecule indicated. 
Dr. Joslin thought it reasonable that more carbo- 
hydrate should be formed from fat as a factor of 
safety in the Meltzer sense, but convincing proof is 
lacking and indeed fat does not end an insulin re- 
action, Perhaps there is a limit to the storage 
of carbohydrate in the liver. The normal metabolism 


of glucose, oxidation for heat and energy, conver- 
sion into glycogen and fat, and the complexity of 
the various theories of muscular action were men- 
tioned. Reference was made to abnormal carbohy- 
drate metabolism as exemplified by acidosis and the 
disease diabetes. 

The speaker closed with a quotation from one of 
his books—“With health in the bank a man can 
face the world and so can a diabetic with glycogen 
in his liver. Glycogen in the liver implies the pos- 
session of insulin, because insulin alone can deposit 
it.” 

“Without glycogen in the liver the healthy and the 
diabetic are in want. The normal child goes into 
acidosis, the diabetic into coma, because of the want 
of glycogen, since the liver glycogen account is 
overdrawn. Make a fresh deposit of glycogen to 
the child’s account by food or to the diabetic’s ac- 
count by food endorsed by insulin and the stringency 
in the glycogen market is relieved. In the human 
organism finances are on a glycogen rather than on 
a gold basis—on a glycogen rather than on a glucose 
basis, because there are 300 to 400 grams of glycogen 
in the body for 70 to 80 grams of glucose. We should 
talk of a glycogen deficit or vacuum rather than of 
a glucose deficit or vacuum.” 

“But there is another banking system in the 
body which receives deposits of glycogen, and that is 
the muscular system. When insulin and sugar are 
injected into a muscle the equivalent of one-half of 
the sugar is spent in oxidation and the balance is 
deposited as glycogen. So accurate are the experi- 
ments that 90 per cent. of the sugar absorbed by the 
body can be traced. It looks today as if the success 
of an athlete might be directly dependent on the 
capacity of his muscular system to store glycogen, 
and physical training may simply mean an increased 
power of the muscles to accomplish this. Muscles de- 
pend solely on glycogen for their activity, because 
from it they derive sugar. The food of a muscle in 
health or disease is glycogen. A muscle never ceases 
to use carbohydrate until it is dead.” 


BRISTOL COUNTY ORTHOPAEDIC CLUB 


The Bristol County Orthopaedic Club held a Clin- 
ical Meeting at the Out-patient Department Building 
of the Fall River General Hospital, Stanley Street, 
Fall River, Mass., December 30, 1930. 

Program: 

Moving Picture—Surgery of the Extremities. 

Chronic arthritis—Dr. E. W. Burt. 

Treatment of Facial Asymmetry in Torticollis 
cases—Dr. B. Kaufmann. 

Unusual Knee Joint Cases—Dr. E. E. Hussey. 

EARLE E. Hussey, Secretary. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
Dr. L. S. McKirrrick PresipiIng 


The December meeting of the Suffolk District Med- 
ical Society was held at the Boston Dispensary on 
Wednesday, December 17. This was the third of a 
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series of clinical meetings being held at various 
Boston hospitals during the year 1930-31. 

The first patient, shown by Dr. Lewis A. Golden, 
was a mulatto who had been followed in the Clinic 
over a period of years because of a progressive 
vitiligo which five years ago became complete, his ap- 
pearance at this time being not unlike that of a white 
man. 

Dr. Joseph H. Pratt described the development of a 
class of what he has termed “‘thought control’. This 
class was organized in an effort to help primarily that 
group of patients where careful and repeated exami- 
nations had failed to demonstrate organic pathology 
to explain a multiplicity of symptoms. Three very 
striking cases were shown. One of these had been 
completely rehabilitated after nineteen years of in- 
validism. An interesting discussion of this group of 
patients was given by Drs. A. Warren Stearns and 
Harry C. Solomon. 

Drs. Albert G. Young and William Dameshek, after 
a very enlightening presentation of so-called “hypo- 
chromic anemia” presented three patients to illus- 
trate the results of treatment. They have grouped 
under this classification a relatively small group of 
anemias usually in women between twenty-five and 
forty, in whom the red blood count is generally only 
slightly below normal whereas the hemoglobin is 
very low, findings just the opposite from those in 
pernicious anemia. Like pernicious anemia, these 
people have a smooth, atrophic tongue differing, how- 
ever, in minor details from that found in the per- 
nicious type. They, likewise, have achylia gastrica. 
Whereas the patient with pernicious anemia responds 
well to liver, this group of patients shows little re- 
sponse, if any. They do, on the other hand respond 
to large doses of iron although there is a tendency to 
relapse. 

Dr. Francis M. Thurman then gave the results of 
a very comprehensive study on the relative merits 
of the Wassermann, Hinton, Kahn, and dark field ex- 
aminations in 70 cases of primary syphilis. In the 
group of cases which he has studied the Hinton reac- 
tion proved to be the most sensitive of any of the 
complement fixation reactions, approximating more 
nearly the results of dark field examination than 
either the Wassermann or Kahn tests. He considered 
the Hinton reaction plus a dark field examination to 
be the most accurate method of confirming a diag- 
nosis of primary syphilis. Drs. C. Morton Smith, 
Austin W. Cheever, and E. Lawrence Oliver added 
the results of their own experience to those of Dr. 
Thurman confirming, in the main, his findings. 

The policy of concluding these meetings at 10 P. M. 
prevented any general discussion of what proved to 
be an exceedingly interesting and instructive eve- 
ning. The meeting adjourned at 10:05 P. M. 

(Signed) Letanp S. McKirrrick, Secretary. 


THE WILLIAM HARVEY SOCIETY 


Fray, JANUARY 9, 1931, 8.00 P. M., aT THE 
IsRAEL HOSPITAL 


Speaker: Dr. George H. Bigelow, Commissioner 


of Public Health for the Commonwealth of Massa. 
chusetts. 

Subject: ‘Adult Life.” 

Chairman: Dr. Clarence L, Scamman, Lecturer in 
Public Health, Tufts Medical School. 


GREATER BOSTON MEDICAL SOCIETY 


A joint meeting of the Greater Boston Medical 
Society and the Beth Israel Hospital will be held 
on Tuesday, January 6, 1931 at 8.15 P. M. at the 
Beth Israel Hospital. 

Program: Recurrent Gastric and Duodenal Ulcers 
and Newly Formed Ulcers in the Stomach and Duo- 
denum. Dr. A. A. Berg, Surgeon-in-chief of Mt. Sinai 
Hospital, New York. Discussion: Dr. Daniel F. 
Jones, Dr. Frank H. Lahey, Dr. Percy B. Davidson. 


BERNARD I. GoLpBerRG, M.D., Secretary. 
483 Beacon Street, Boston. 


MASSACHUSETTS GENERAL HOSPITAL 


A Clinical Meeting of the Staff of the Massachu- 
setts General Hospital will be held in the Moseley 
Memorial Building, on Thursday, January 8, 1931, 
at 8:15 P. M. 


PROGRAM 

1. Presentation of Cases. 

2. Demonstration of Sir Thomas Lewis’ 
Chair Bed. Dr. Paul D. White. 

3. The Use of Glucose Intravenously in Heart Fail- 
ure. Dr. H. M. Marvin, New Haven, Conn. 

4. Mechanism by which Glucose is Used Advanta- 
geously in Heart Disease. Dr. Roy R. Wheeler. 


The discussion will be opened by Dr. Howard B. 
Sprague. 
Physicians, Medical Students and Nurses are cor- 
dially invited to attend. 
COMMITTEE ON HOSPITAL MEETINGS. 


Cardiac 


THIRD MEETING OF THE CARDIAC COURSE OF 
THE NEW ENGLAND HEART ASSOCIATION 


CARDIOVASCULAR ROENTGENOLOGY 


. Methods of Study. Dr. Hugo Résler, Vienna. 
2. Roentgen Study of the Heart. Dr. Merrill 
Sosman, Boston. 


3. Roentgen Study of the Aorta. Dr. John Sproull, 
Haverhill. 

4. Discussion to be opened by Dr. George Holmes, 
Boston. 


The meeting will be held Wednesday afternoon, 
January 7, at four-thirty P. M., at John Ware Hall 
at the Boston Medical Library. 

D. WHITE, 
President, New England Heart Association. 


— 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


January 4-March 29—Harvard Medical School. Free 
Public Lectures. See page 1312, issue of December 25. 

January 6—Joint Meeting of the Greater Boston Medi- 
cal Society and the Beth Israel Hospital. See notice 
above. 

January 7—Cardiac Course. 


See notice above, 
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January 8—Medical Clinic at Peter Bent Brigham Hos- 
pital. See page 1313, issue of December 25. 
See page 


8—Massachusetts General Hospital. 


January ae. te William Harvey Society. See page 47. 

Januar —Conference on Mental sapene in Industry. 
See details = page 1316, issue of Decem 

February 2-March 30—Lectures on Keeping Mentally 
Fit. See page 18. 

March 23-27—Fifteenth annual clinical session of the 
American College of Physicians. Detailed notice appears 
on page 790, issue of April 17. 

May 11-14—Meeting of the National Tuberculosis Asso- 
ciation at Syracuse. See page 1310, issue of December 25. 

y 27-31—Third International Congress of Radiology, 
Paris. Complete notice appears on page 385, issue of 
August 21. 

DISTRICT MEDICAL SOCIETIES 


Berkshire District Medical Society 
January 2—See page 1313, issue of December 25. 


Bristol North District Medical Society 


April 16—Taunton Woman's Club. 
September 17, 1931. 


Essex North District Medical Society 
January 7—See page 1315, issue of December 25. 


Essex South District Medical Society 


Wednesday, January 7—Beverly Hospital. Clinic 5 P. M. 
Dinner 7 P. M. Symposium on Duodenal Ulcer. Speak- 
ers: Dr. Franklin White, ee Aspect. 

Soeree, X-ray Aspect. Dr. P. P. Johnson, Surgical As- 
pec 


aiciinitin: February 4—Council meeting, Boston. 

he te February 11—Danvers State Hospital. Clin- 
ic at Dinner 7 P. M. Speaker: Dr. Bryant E. 
Moulton, Assistant Director of the Judge Baker Founda. 
tion. Subject: ‘Juvenile Delinquency.’ 

er “March 4—Lynn Hospital. Clinic at 5 P. M. 
Dinner at 7 M. Speaker: Dr. Arthur Allen, of Boston 

Subject: “Neurovascular Surgery, including injections for 
varicose ulcer.’ 

Thursday, May 7—Censors meet at Salem Hospital at 
3:30 P. M. 

Tuesday, 
Gloucester. 


M. A. Jou 
cal Cults.” 


May 12—Annual Meeting. The Tavern, 
Speaker: Dr. Morris Fishbein, Editor of the 
rnal of Chicago. Subject: ‘“‘History of Medi- 

“Ladies invited. 


Franklin District Medical Society 


January-May, 1931—The meetings are held on the sec- 
ond Tuesdays of January, March and May at 11 A. M. 
at the Weldon Hotel, Greenfield. 


Middlesex East District Medical Society 


a eampery 21—See notice on page 1316, issue of Decem- 
r 25. 

March 11—At Reading. 

May 13—At Wakefield. 


Norfolk South District Medical Society 


The meetings for the ensuing year are as follows: 
January 8, February 5, March 5, April 2, May 7. 
n. The February meeting 
All other meet- 
mes — be held at the Norfolk County Hospital, South 
raintr 
The censors will meet on May 7 at 11:30 A. M. at the 
Norfolk County Hospital, South Braintree. 


NATHAN R. PILLSBURY, Secretary. 


Suffolk District Medical Society 


January 28-April 29—Combined meetings with the Bos- 
ton Medical Library. These meetings will be held at 
eo. hg on Wednesdays, at 8:15 P. M. 

Ja 28—General meeting in association with the 
Basten Medical Library at the Boston Medical Library. 
“The Practice of Medicine in Relation to Public Health 
Activities.’’ Speakers to be announced later 

February 25—Clinical Program, Boston City Hospital. 

March 25—Clinical Program, Beth Israel Hospital. 

Meetin Election of Officers. B 
mofical Librar 

The medical = ai is cordially invited to attend all 
of these meetings. 

GEORGE S. DERBY, M.D 

President, Suffolk District Medical Society. 
LELAND S. McKITTRICK, M.D., 

Secretary, Suffolk District Medical Society. 
HILBERT F. DAY, M.D., 

Boston Medical Library. 


BOOK REVIEW 


The Public’s Investment in Hospitals. By C. Rurus 
Rorem. University of Chicago Press. Price $2.50. 


This study takes up one aspect of the increase in 
the number of hospitals to which attention is not 
often directed, namely, the amount of money which 
has gone into building up our hospital system. The 
title of the book indicates that the interest of the 
public is the point of view from which the problem 
is investigated and implies that other interests are 
involved. The implications of the existence of hos- 
pitals are many but these institutions are considered 
in this study only from the point of view of invested 
capital. A study of private practice from the same 
point of view is needed and has been planned by the 
Committee on the Costs of Medical Care with which 
C. Rufus Rorem is now connected. 

There is a foreword by Michael M. Davis which 
sketches the background of the study. The text 
itself is divided into five parts: Introduction; 
Amount and Distribution of Capital Investment in 
Hospitals, Capital Valuation and Accounting, Sum- 
mary and Conclusions, and Appendices. There are 
six “illustrations”, that is, graphs, over forty sta- 
tistical tables and a fairly adequate index. 

The book represents an important and even neces- 
sary piece of spade-work that must be done before 
we are in a position to decide intelligently what to 
do about the hospital situation as a part of the larger 
problem of the relation of medicine to society. The 
magnitude of the investment may be indicated by 
two quotations. “The seven thousand hospitals of 
the United States represent a capital investment of 
nearly as many Dillion dollars as the public schools 
of the country. The annual capital investment in 
new hospitals or in extensions and improvements of 
existing institutions places the hospital construction 
business among three or four major divisions of the 
building trades.” There is about twenty-five dollars 
of capital investment per capita for the whole popu- 
lation of the United States, totalling over three bil- 
lion dollars. “The only groups of industries having 
investment exceeding three billion dollars in 1919 
(later figures not yet available) were the following: 
iron and steel and their products $8,711,843,201; 
textiles and their products $6,096,161,183; chemicals 
and their products $5,617,738,265; food and kindred 
products $4,615,149,885.” | 

For the specialist in hospital costs the whole work 
is of great value. For the general reader, medical 
or lay, the “Foreword” and “Part IV Summary and 
Conclusions” are to be recommended first, to be sup- 
plemented by reference to the intermediate chapters 
for expansion if desired. 

The book treats adequately one part of a problem 


of great, not to say vital, interest to the medical pro- 
fession. 


| 


